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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 


The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Heaton Lane, Stockport at 10.00 on Wednesday 8 October 2014.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	J Crombleholme


	2
	Declarations of Interest

	Verbal
	To receive and note
	
	

	3
	Approval of the draft Minutes of the meetings held on 10 September 2014

	
[image: image1.emf]DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 10 September 2014.pdf


	To receive and approve
	10.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

arising from Governing Body Meeting of 10 September 2014 Part I.pdf


	To receive and note
	
	J Crombleholme

	5
	Notification of items for Any Other Business


	Verbal
	To note

	
	J Crombleholme

	6
	Patient Story


	Video
	To receive and note
	10.20
	V Mehta 

	7
	Performance Report

Part A: Performance 
Part B: Quality 
Part C – Finance
	
[image: image3.emf]Item 7a - Resilience  

Compliance Report October 2014 Final.pdf



 EMBED AcroExch.Document.11  [image: image4.emf]Item 7b - Quality 

Report-October 2014-full report 2.pdf



 EMBED AcroExch.Document.11  [image: image5.emf]Item 7c - Finance 

Report August 2014.pdf



 EMBED AcroExch.Document.11  [image: image6.emf]Item 7d Finance 

Report Appendices August 14 Final.pdf


	To receive and note
	10.35
	G Mullins
M Chidgey

G Jones



	8
	Report of the QIPP Committee

 
	
[image: image7.emf]Item 8 - Report of 

the QIPP Committee.pdf


	To receive and note 
	11.10
	G Mullins

	9
	Reports of the Locality Council Committee Chairs


	
[image: image8.emf]Item 9a - HTV 

Council Minutes 23 7 14.pdf



 EMBED AcroExch.Document.11  [image: image9.emf]Item 9b - Marple and 

Werneth Locality Council Meeting Minutes (14 7 14).pdf


	To receive and note
	11.30
	S Johari

A Johnson

P Carne

A Aldabbagh

	10
	Report of the Chair

· Including minutes of the Health and Wellbeing Board of 16 July 2014
	
[image: image10.emf]HWB July 2014 

Minutes.pdf


	To note
	11.40
	J Crombleholme

	11
	Report of the Chief Clinical Officer
· Including the Legislative Reform Order


	
[image: image11.emf]Item 11 Legislative 

Reform Order Explanatory_Document.pdf


	To receive and approve
	11.45
	R Gill

	12
	Report of the Chief Operating Officer 
	
[image: image12.emf]Item 12 - Report of 

the Chief Operating Officer.pdf


	To receive and note
	11.55
	G Mullins

	13
	Report from the Clinical Policy Committee
	
[image: image13.emf]Item 13 CPC update 

to GB October 2014.pdf


	To note
	12.05
	V Owen-Smith

	14
	Any other business as raised in agenda item 5
	Verbal
	
	12.15
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 12 November 2014 at 10:00 at Regent House, Heaton Lane, Stockport, SK4 1BS.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 24 October 2014.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Executive Summary

What decisions do you require of the Governing Body?

1. Note the financial position as at 31°%' August 2014 and deterioration in
financial performance against the 1% planned surplus

2. Note the identified financial risks not within the forecast outturn

3. Note that a separate QIPP report will be presented to the Governing
Body under a separate agenda item requiring approval of actions to
address the unplanned deficit in 14/15 and recurrent impact going
forward recurrently.

Please detail the key points of this report

e Year to Date surplus of £1,059k, which is £724k below plan.

e Forecast outturn surplus of £769k which is £3,511k below plan. Our
recovery plan for 14/15 is based on the £3,511k challenge.

¢ |dentified Risks of £0.8m not incorporated into the forecast outturn
position.

What are the likely impacts and/or implications?

Delivery against statutory financial duties and financial performance targets.

How does this link to the Annual Business Plan?

As per 2014/15 and 2015/16 Financial Plan.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Governing Body only

Clinical Executive Sponsor: Ranjit Gill

Presented by: Gary Jones

Meeting Date: 8" October 2014

Agenda item: 7c

Reason for being in Part 2 (if applicable)

N/A






Report of the Chief Finance Officer as at 31°' August 2014

1.0 Introduction

1.1 This report provides an overview on the CCG’s performance against its
Statutory Financial Duties and Performance Targets highlighting the
financial risks and challenges we face in delivering these in 2014/15.

1.2 This report provides an update on the financial position of NHS
Stockport CCG as at 31st August 2014 (i.e. Month 5) and provides a
forecast outturn position for the year i.e. forecast outturn position as at
31st March 2015.

2.0  Statutory Financial Duties and Performance Targets
2.1 The CCG has a number of statutory duties and performance targets
against which its financial performance is measured against. Table 1

provides details the CCG’'s YTD and Forecast performance against
these Statutory Financial Duties and Performance Targets.

Table 1: Statutory Duty and Performance Targets

Performance Performance
Area Statutory Dut
y buty YTD Forecast
Not to exceed
Revenue | revenue resource
allocation
) Not to exceed
Running :
running cost
Costs .
allocation
Capital —
(Note: The
CCG has Not to exceed
not capital resource
received a I fi
capital allocation
allocation in
2014/15)






3.0

(Appendix 1)

Performance
Area
Target
Deliver a
Revenue | Recurrent Surplus
of 2.5%
Revenue Deliver a 1% in-

year surplus

Operate within

Cash the maximum
drawdown limit

Business Comply with
(Ep%gg;gtz Better Payment
Table 3) Practices Code

QIPP Fully deliver
(Appendix 2 planned QIPP

Table 2) saving

Performance

YTD

Financial Position as at 31°' August 2014

Performance

Forecast

3.1 The financial position as at month 5 is summarised in Table 2 and is
provided in more detail in appendix 1 to this report

Table 2: Summary of Financial Position Month 5

Plan Actual (Favourable)
(Surplus)/ | (Surplus)/ / Adverse
Deficit Deficit Variance
£000s £000s £000s
Month 5 YTD (1,783) (1,059) 724
Year End Forecast (4,280) (769) 3,511

3.2 Table 2 above shows that both the Mth 5 position and forecast position
have deteriorated and that we are ‘off track’ in terms of delivering our
planned surplus for 14/15 agreed with NHS England. This deterioration

has been driven mainly by the following:-

Overperformance on Acute contracts (£3.9m)
Increase in costs/volume on prescribing (£1.2m)
Contribution to CHC Legacy costs (£1.3m)
Undelivered CIP (£3.1m)

Our forecast position is based on a ‘most likely’ position reflecting
identified risks as at Mth 5. It is important that members acknowledge
that our assumption is on this basis rather than on a ‘best case’ or ‘worst
case’ scenario.






3.3 Healthcare Contracts (Acute, Mental Health, Community Health,

Continuing Care, Primary Care and Other)
Acute

The YTD overspend of £1,705k and Forecast £3,886k over performance
in Acute contracts mainly relates to Central Manchester FT, Stockport
FT, Salford Royal FT and Independent Sector / Any Qualified Provider
contracts.

Central Manchester FT — the YTD £456k and forecast outturn £1,094k
over performance relates to increased non-elective activity £391k and
an increase above plan in the number of patients admitted to the Acute
Kidney Unit £189k. There is also a forecast cost pressure in the WET
AMD service of £380k due to increasing numbers of referrals into the
service.

Stockport FT over performance of YTD £503k and forecast outturn
£1,196k is due to A&E attendance which is c6% above plan and
increased outpatient activity mainly around Orthopaedics, ENT,
Cardiology and Urology.

Members should note that in addition to the above, there remains a
financial risk around agreement on NEL activity given the increase in
A&E attendances above plan.

University Hospital South Manchester FT — the YTD £101k and forecast
outturn £243k over performance is mainly due to elective day case
activity in Gastroenterology and T&O, PbR Excluded Drug costs and
critical care.

Salford Royal FT - YTD and forecast outturn over performance of £124k
and £287k respectively is due NEL activity and increase in costs related
to intensive care, high dependency units and critical care medicines.

Independent Sector / Any Qualified Provider

The financial impact of additional Independent Sector and Any Qualified
Provider activity within Trauma and Orthopedics, Ophthalmology and
Audiology as a result of promotion of patient choice to the lowest wait
providers has resulted in a YTD and forecast outturn cost pressure of
£478k and £1,080k respectively.

Community Health

The under spend in this area reflects the non-recurrent benefit from
Pooled Budget contributions with Stockport MBC under Section 75
flexibilities. This is a one-off benefit which impacts in 14/15 only and

therefore has not been assumed going forward into 15/16.
5





Mental Health

Spend on Mental health shows a £520k YTD overspend and a forecast
overspend of £658k due to an increase in the number of placements.

3.4 Prescribing

The latest information from the NHSBSA provides actual prescribing
expenditure for the period Apr to June 2014. As this information is
published 2 months in arrears then we have included an estimate for the
months of July and August in arriving at the August 14 (Mth 5) position.

This shows that our spend on prescribing is £402k over YTD with a
forecast overspend of £1,200k. Stockport remains one of the best
performers across Greater Manchester in terms of prescribing cost per
head which is broadly in line with national levels.

The YTD and forecast overspend is due to price and volume increases.
The prescribing team are actively reviewing this increase of spend with
a view to establishing measures to address this trend

3.5 Running Costs (Corporate)

The CCG is required to maintain its running costs within its running cost
allocation of £7.16m. The CCG has planned to spend £6.58m on
running costs, an under spend of £0.58m against its allocation in
preparation for the planned 10% reduction to CCG running cost
allocations in 2015/16.

Table 3 below provides a breakdown of the running costs directly
incurred by the CCG and via service level agreements with the Greater
Manchester Commissioning Support Unit (CSU).

Table 3: Running Costs

Variance Variance
YTD YTD (Favourable) | Annual | Forecast | (Favourable)
Budget | Actual / Adverse Budget | Outturn / Adverse
Running Costs £000s £000s £000s £000s £000s £000s
Csu 678 583 (95) 1,678 1,455 (223)
Non CSU 2,078 1,885 (193) 4,905 4,680 (225)
(T:‘(’)tsat'SCCG Running 2,756 | 2,468 (288) 6,583 | 6,135 (448)

The YTD and forecast under spend incorporates agreed 2014/15 CSU
contract values. The Non CSU under spend is due to staff vacancies
and consultancy expenditure under spend due related to service
redesign.





3.6 Reserves

Table 1 of Appendix 2 sets out the reserves currently held at month 5.
Reserves have been categorised into 5 main areas, these being:-

Investments — this reserve includes the 2.5% (£8.58m) of funds set
aside for non-recurrent purposes in line with national planning
requirements. Business cases for GP Development Proactive Care,
Outpatient Reform and IM&T have been approved by Greater
Manchester Area Team. These investments are now subject to the
QIPP review process. Slippage of £1.8m against our planned
investments has already been identified and built into our forecast
position.

Contingency — this reserve reflects the 0.6% (£2.2m) contingency set
aside in plans of which £0.55m has been released into mainstream
budgets. The remaining £1.67m is supporting our forecast cost
pressures.

QIPP_Schemes — this budget reflects the opening QIiPP target that
remains unachieved and manifeasts as a cost pressure until this is
cleared to zero. The unachieved delivery on QiPP is £3.1m.

In_year adjustments to allocations — this reserve reflects specific
allocations received during the year which have not yet been released
from reserves into mainstream income and expenditure budgets.

4.0 Impact of Pressures on Recurrent Position

4.1 The recurrent impact of the forecast pressures identified at Mth 5 is an
additional £9.8m which will add to the already planned target of £10.7m
required in 2015/16. As such, our revised recurrent QiPP plan for 15/16
will be £20.5m as detailed in Table 4.

Table 4: Impact on 2015/16 QIPP Requirement

Recurrent QIPP £m
Planned 2015/16 QIPP 10.7
Impact of 2014/15 Forecast Outturn 9.8
Revised 2015/16 QIPP Requirement 20.5

5.0 Financial Risks

5.1 Identified risks which have not been incorporated within the forecast
position are detailed below in Table 5. These will be kept under review
but at the present time we assume these are part of our ‘worst case’
scenario.





Table 5: Financial Risks not incorporated within the Forecast
Outturn as at Mth 5.

Risk Likelihood Value
(H = High)
(M = Medium)
(L =Low)
Additional Acute Over
performance
(including Urgent H £0.5m
Care Threshold
breach)
Prescribing (Price
Increase in Generics M £0.3m
expected from
October)
Total Risk Exposure
Unfunded £0.8m

6.0 Balance Sheet

6.1 Appendix 3 details the CCG opening balance sheet as at 1% April 2014,
closing balance sheet as 31% August 2014 and a forecasted balance
sheet as at 31% March 2015.

6.2 The “cash and cash equivalents” balance of £2,615k is due to Central
Manchester FT (c£1,500k) and Stockport Metropolitan Borough Council
(c£1,100k) not issuing August invoices as expected. The August
invoices from both Central Manchester University Hospital Foundation
Trust and Stockport Metropolitan Borough Council were received and
paid in September.

7.0 Actions taken since last finance report

7.1 The QIPP Group has been set up which will develop and present
separately to the Governing Body a formal recovery plan setting out how
the QIPP challenge is to be addressed. The Governing Body will be
asked to formally approve the recovery plan.





8.0 Recommendation
The Governing Body is asked to:-

l.  Note the financial position as at 31% August 2014 and
deterioration in financial performance against the 1% planned
surplus

[I.  Note the identified financial risks not within the forecast outturn

llIl. Note that a separate QIPP report will be presented to the
Governing Body under a separate agenda item detailing
recommendations to bring the in-year and recurrent financial
position back in line with plan.

Gary Jones
Chief Finance Officer
30 September 2014

. Statutory and Local Policy
Documentation .
Requirement
Cover sheet completed v Change in Financial Spend: Finance Section v
below completed
Page numbers N Service Changes: Public Consultation n/a
9 Completed and Reported in Document
. Service Changes: Approved Equality Impact
Paragraph numbers in place Y Assessment Included as Appendix nfa
2 Page Executive summary in place Patient Level Data Impacted: Privacy Impact
: n/a : ) n/a
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & nia
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment na
Completed and included
Any impact on staff: Consultation and EIA n/a
undertaken and demonstrable in document
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Executive Summary

What decisions do you require of the Governing Body?

This report is from the QIPP Sub Group of the Governing Body

Please detail the key points of this report

Terms of Reference

Process and Monitoring
2014/15 Recovery Plan
Medium Term Recovery Plan
Key Next Actions

agrwnE

What are the likely impacts and/or implications?

The CCG is required to maintain its financial position and develop plans to
ensure that it can be sustained. The CCG will set out a recovery position for
2014/15 and medium term recovery plan for the next 2 years (2015/16 —
2016/17).

How does this link to the Annual Business Plan?

Supports delivery.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Directors

Clinical Executive Sponsor: Ranjit Gill

Presented by: Gary Jones

Meeting Date: 8" October 2014

Agenda item: 8






1.0
11

2.0

2.1

3.0
3.1

4.0
4.1

4.2

4.3

4.4

Chief Operating Officer Update

Purpose
This is the report of the QIPP Sub Group following the first meeting of
the Group on 24" September 2014.

Terms of Reference
The Group agreed Terms of Reference (attached at Appendix A) which
are required to be ratified by the Governing Body.

Process and Monitoring

The QIPP Group has discussed the process for developing the
recovery and medium term plans. The important issue to balance is
the requirements to take immediate action to balance the 2014/15
position, with the equal requirement to implement those actions that will
support the medium term recovery.

2014/15 Recovery Plan

Members should note that the figures outlined in this section flow from
the Finance report presented earlier on the agenda. It is important to
recognise therefore that the forecast position at month 5 is being used
as the basis of our recovery plan for 2014/15.

As outlined above, there are two elements to the recovery plan which

the QIPP Group is developing:-

1) Recovery of our 2014/15 position [additional savings challenge
£3.5m] recognised as requiring ‘immediate’ actions.

2) Revised QIPP plan for 2015/16 [additional savings challenge
£9.8m] as part of medium term recovery.

Our immediate challenge is delivery of 2014/15 surplus as NHSE are
seeking assurance that the CCG has a recovery plan in place to return
its financial position to deliver the agreed planned surplus in 2014/15.
This will be the focus of this report today. The Group will be developing
the medium term recovery plan, covering a 2 year planning horizon,
over the next couple of months acknowledging this will require
significant time input from both management and clinicians.

The scale of the financial challenge for 2014/15 is acknowledged as
the £3.51m additional savings requirement to deliver our £4.28m
planned surplus. This is summarised in the table below (Section 3.1 —
table 1 of finance report at month 5 also refers).





4.5

4.6

4.7

4.8

5.0
5.1

Planned Forecast Savings
(Surplus)/ (Surplus)/ Requirement
Deficit Deficit
£'000 £'000 £'000
Forecast
2014/15 (4,280) (769) 3,511

Discussions are continuing with the NHSE Local Area Team on
whether we can vary our level of surplus delivery in 2014/15 given our
planned surplus is higher than the required 1% target i.e. 1% target
equates to £3.5m rather than £4.28m. However, it is prudent to assume
that our target remains at the agreed £4.28m and our recovery plan is
predicated on delivering this figure in 2014/15.

The QIPP Group have agreed a prioritised list against which it will
progress actions and approaches in tackling the £3.5m savings
requirement. The group will monitor delivery of savings using a
‘scheme tracker’ which categorises schemes between the following 3
stages:-

e formulation of ideas stage

e development / implementation

e Benefits realised and treated as a ‘firm’ saving (which we term

as ‘banked’ once fully approved).

The scheme tracker will be reviewed at each meeting and at its first
meeting the group has recommended mitigating actions that will deliver
£2.2m of our £3.5m savings requirement. The mitigating actions of
£2.2m are recognised as ‘firm’ given these are proposed slippage
against investments held in reserves. This is summarised in the table
below:-

Savings Mitigating Balance

Requirement Actions yet to be

2014/15 Proposed achieved
£'000 £'000 £'000
3,511 (2,200) 1,311

The Group also identified and discussed other saving opportunities of
c£0.5m captured under the ‘formulation stage’, although until these
materialise into firm proposals these have not been recognised as a
reduction against the £1.3m unachieved balance.

Medium Term Recovery Plan

As agreed at the September meeting of the Governing Body, the focus
for today’s Governing Body is the immediate actions to address
delivery of the 2014/15 financial position.





5.2

6.0
6.1

6.2

6.3

7.0

=

The medium term plan will be developed by the Group and will require
time to construct a credible plan which will ultimately deliver both
financial recovery and stability going forward.

Key Next Actions

The QIPP Group will continue to focus its immediate actions on
addressing the 2014/15 financial position given the assurances being
requested by NHSE LAT that the CCG will deliver its planned surplus
in 2014/15.

In the main, our recommendations are around the planned slippage
(delay) in scheme implementations in 2014/15 which deliver a one off
saving in 2014/15 only. Whilst we have identified a significant value of
c£2.2m, which is in addition to the already planned £1.8m slippage in
investments, there still remains a shortfall to be met of £1.3m i.e.
£3.5m target less £2.2m savings identified to date.

The Group will develop the plan further and bring an update on
proposals to address the £1.3m savings target to the November
meeting of the Governing Body. Members should note that the actions
proposed to date are more around slippage / delays although it must
be recognised that other approaches will need to be considered around
investment decisions and service priorities.

Action requested of the Governing Body

To ratify the Terms of Reference and process for management
To agree the actions proposed in 4.7.

To support the proposed key next actions

Gary Jones
Chief Finance Officer
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1. Introduction

The Quality Innovation Prevention and Productivity (QIPP) Committee
(the committee) is established in accordance with NHS Stockport
Clinical Commissioning Group’s Constitution, standing orders and
scheme of delegation. These terms of reference set out the
membership, remit, responsibilities and reporting arrangements of the
committee and shall have effect as if incorporated into the Clinical
Commissioning Group’s Constitution and standing orders.

2. Membership

The committee shall be appointed by NHS Stockport Clinical
Commissioning Group.

It is only the members of the QIPP Committee who have the right to
attend the meetings of the committee. Other individuals may be invited
to attend for all or part of any meeting as and when appropriate.

The Chair of the QIPP Committee will be the Lay Member who leads
on audit, remuneration and conflict of interest issues.

The other members of the QIPP Committee will be:

- the Chief Operating Officer (vice-chair)

- a Locality Council Committee Chair approved by the Governing
Body

- the Accountable Officer

- the Chief Finance Officer

- the Clinical Director for General Practice Development

- the Director of Quality and Provider Management

- the Director of Strategic Planning and Performance (the CCG QIPP
Lead).

3. Secretary

The CCG Chief Operating Officer's Personal Assistant will provide
secretarial support to the committee.

The secretary will be responsible for supporting the Chair in the
management of QIPP business and for the taking of formal minutes.

4. Quorum

The quorum for the meeting shall be five of the eight members as
outlined in section 2 and must include either the Chair or Vice-chair





and at least one of the three clinical members. If the meeting does not
have a quorum within thirty minutes of its planned start the Chair of the
meeting must adjourn it.

. Frequency and notice of meetings

The QIPP Committee shall meet as the Chair deems necessary and
this shall be no fewer than eight times per year.

A meeting of the QIPP Committee can be called with a minimum of
seven days’ notice. The agenda and papers will be made available to
the committee’s members one week before the time of the meeting
unless the Chair agrees otherwise.

. Remit and responsibilities of the committee
The committee shall:

e Develop and present to the Governing Body the CCG’s
operational and strategic plans ensuring they maintain annual
and longer-term financial sustainability

e Ensure plans and adjustments are effectively aligned to wider
economy plans and transformation programmes

e Ensure plans take in to account quality and other statutory
responsibilities

e Ensure effective monitoring arrangements are in place

e Routinely review the delivery and effectiveness of CCG QIPP
plans and associated business cases

e Make recommendations to the Governing Body and executive
team in line with standing financial instructions on required
adjustments to ensure continual delivery of financial position

e Develop and recommend to the Governing Body any formal
recovery plans should the need arise

¢ Review Outline Business Cases prior to Governing Body
approval and approve Full Business Cases greater than
£250,000

e Advise the Chair of the Governing Body on issues of Conflict of
Interest and Procurement

e Advise on the management of QIPP-related communication to
wider stakeholders, including CCG staff.





7. Relationship with the Governing Body

The recommendations of the QIPP Committee shall be presented as
soon as practicable to the Governing Body. Any recommendation
agreed by the QIPP Committee will require ratification by the
Governing Body as it is the Governing Body which remains ultimately
responsible for taking decisions on the investments.

The minutes from the relevant meeting of the Governing Body will
record the QIPP-related decisions made.

8. Policy and best practice

The QIPP Committee will endeavour to apply best practice in its
decision-making at all times.

The committee will have full authority to commission any reports or
surveys it deems necessary to help it fulfil its obligations.

9. Conduct of the committee

The QIPP Committee will, at all times, conduct its business in
accordance with the NHS Stockport Clinical Commissioning Group’s
Code of Conduct. This Code of Conduct has at its foundation the Nolan
Principles which are:

- selflessness

- integrity

- objectivity

- accountability
- openness

- honesty

- leadership.

The QIPP Committee will review its own performance, membership
and these Terms of Reference no less frequently than annually. Any
changes resulting from such a review will be reported to the Governing
Body for approval.

Approved: Governing Body on
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148/14 APOLOGIES

J Crombleholme welcomed the Governing Body and the members of the public
and staff to the meeting. She informed the members that during the meeting V
Owen-Smith may, from time-to-time, stand up as a way of raising awareness of
adjusting position during meetings to help with posture.

Apologies were received from M Ryan and T Stokes.

149/14 DECLARATIONS OF INTEREST
The Chair invited the members of the Governing Body to declare their interests.

A Johnson declared that he is now a trainer for the Specialist Sports Medicine
training programme.

C Briggs declared that she is now a member of the Greater Manchester Urology
Cancer Pathway Board.

J Crombleholme declared that her brother-in-law is a clinician with Pennine Care
NHS Foundation Trust.

There were no further interests declared in addition to those previously made and
held on file by the Board Secretary.

150/14 APPROVAL OF THE MINUTES OF THE MEETING HELD ON 9 JULY
2014

The draft minutes of the meeting of the Governing Body held on 9 July 2014 were
agreed as a correct record.

151/14 ACTIONS ARISING
The members reviewed the outstanding items.

020414: To bring the output from the NWAS ‘deep dive’ exercise (once received):
M Chidgey informed the members that this is included within today’s Quality
Report. This item can be removed from the list

030514: To provide an update from the Quality and Provider Management
Committee following its review of the IAPTS plans: M Chidgey informed the
members that this is included in today’s Quality Report. This item can be removed
from the list





060514: To bring to the Governing Body options for the vacant clinical director role:
R Gill informed the members that he will cover this in his update later on the
agenda. This item can be removed from the list

070514: To bring to the Governing Body for sign-off the Stockport Incident
Response Plan (once available): G Mullins informed the Governing Body that an
exercise called Operation Mallard had been run last week to test the new
arrangements. Following a review of this exercise a report will be brought to this
meeting. This item can be removed from the list

110514: To share details of the merger of the Greater Manchester and the
Cheshire and Merseyside Commissioning Support Units (once known): G Mullins
informed the members that the planned merger is progressing and offered to send
updates as and when they are received. This item can be removed from the list

030614: To bring a proposed model for primary care: R Gill was asked why this
item is being deferred until November and he explained that it is now being
considered as part of a wider review of arrangements across Greater Manchester

010714: To inform the members if staff working with vulnerable people are allowed
to carry out their role whilst awaiting their DBS certificate: M Chidgey updated the
Governing Body by confirming that such staff can continue with their duties
pending a certificate if a risk assessment has been undertaken and appropriate
mitigating actions undertaken. This item can be removed from the list

020714: To suggest the available options for mitigating the organisation’s financial
risks: G Jones informed the members that this will be covered in today’s Finance
Report. This item can be removed from the list

030714: To circulate to the members the CCG’s Healthier Together consultation
plan: G Mullins reminded the members that the plan had been circulated with
today’s agenda. This item can be removed from the list.

The Governing Body noted the updates.

152/14 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The Chair invited items of additional business; J Pantall requested one item
concerning the Health and Wellbeing Board.

153/14 PATIENT STORY

V Mehta introduced this month’s patient story which is a video interview with a

member of the public describing the experiences of two Stockport families
experience of mental health issues.





J Crombleholme thanked the member of the public for sharing her experiences
with the Governing Body. The member of the public explained that such families
would like access to safe and effective treatment on parity with those that would be
provided for physical ilinesses. They would like parity of esteem with regards to the
funding for mental health.

J Pantall queried whether stigma was still an issue. P Carne stated that the
community rehabilitation scheme sounds fantastic and should be the gold standard
for all appropriate patients. He noted that this scheme would be helpful to both
families and also to health professionals.

R Gill reflected that GPs will recognise that around a quarter of their workload is
dealing with people with mental health issues of either an enduring or a lower level
nature, as well as the impact of these on their families. He commented that for two
decades in Stockport there has been underinvestment in mental health services.
He stated that the CCG needs to ensure that the mental health services which it
commissions are excellent and that they support both the individuals and their
families. He suggested that there is the need to switch money from being spent on
avoidable emergency treatment into areas such as mental health.

V Mehta informed the members that Masterclasses have been held recently on the
topics of parity of esteem and on dementia. The General Practice Development
team are trying to raise the profile of these issues with the member practices.

The Governing Body noted the contents of the patient story.

154/14 RESILIENCE AND COMPLIANCE REPORT

G Mullins presented the Resilience and Compliance Report. She drew to the
members’ attention the following key messages:

- The four hour Emergency Department target continues to be challenging but
Stockport NHS Foundation Trust is making good progress. The Foundation
Trust met with Monitor during August and agreed a trajectory to get their
performance back to 95% by the end of September 2014. The CCG is still
aware that they have not been able to recruit the required number of
Emergency Department consultants and is concerned as we approach the
winter period. There is some additional funding available from NHS England
and the CCG has been working with other parties across Stockport to
devise a plan of how we would put such additional monies to use. We are
waiting to hear if the proposal has been approved by Monitor. We are
meeting with NHS England tomorrow for our quarterly checkpoint review
and we will ask the same question of them

- The Foundation Trust is achieving referral to treatment targets; the CCG is
continuing to monitor waiting times

- In terms of QIPP whilst there has been good progress in some areas not all
of our reform programmes are delivering as we need them to. For example
there has been an increase in emergency department attendances that
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appears to be a general across the board rise rather than one attributable to
a particular cohort of the public

- We are experiencing an increase in follow up appointments and in
consultant to consultant follow ups. These are not within our direct control
but they are adding to the CCG’s cost pressures

- The Governing Body were made aware last month of two outstanding DBS
certificates for staff members. These have now been received.

J Greenough opened the discussion by explaining that this is his first opportunity to
comment on the new report format and he likes it although he considers that the
risks are very high level. He asked if the Governing Body needs to receive some
analysis on how some of the projects are progressing because, for example, how
else would the members identify ‘hot topics’ such as IAPT. He concluded by noting
that performance against the 62 day cancer wait target is slipping.

A Johnson replied that Stockport NHS Foundation Trust is compliant against this
specific performance target but the CCG is not so we have asked for clarification
on the data as we do not yet understand the reason for this difference. He added
that he has personally reviewed all cases which breach the 62 day time period.

M Chidgey added that both main providers, Stockport NHS Foundation Trust and
The Christie NHS Foundation Trust, are achieving against the target as provider
organisations but the CCG is not achieving the target as a commissioner. The
CCG has escalated this to the Cancer Network for a breakdown of the data.

G Mullins explained that the executive frequently reviews the commentary provided
in the Governing Body reports with the aim of making improvements including to
the risk reporting. There is a project set up to look at such improvements but in
recent weeks they have been diverted onto the Better Care Fund work. We will
consider how to include a section on ‘hot topics’ without it becoming a long list of
current and future challenges.

A Aldabbagh noted that the cancer target has previously also been reviewed by
the Quality and Provider Management Committee. T Ryley explained that this
performance report addresses the CCG’s statutory requirements while the Quality
Report considers things which are not necessarily statutory requirements but which
are important to the CCG. He suggested the need to be mindful of the distinction.

J Crombleholme commented that this report is much better than the previous,
lengthier versions. She asked how often the performance risks are reviewed. T
Ryley replied that these are reviewed quarterly, and added that this risk section
needs further work as the commentaries are not yet reflecting the true levels of risk
to the delivery of the indicators.

J Crombleholme noted the poor performance against the indicator ‘percentage of
complaints responded to within 25 working days’; G Mullins explained that the 25
day target is an internally-set target which is more challenging than the statutory
guidance. She added that there had been some issues around the processing of
the CCG’s complaints but these have now been addressed and additionally
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complaints training is being provided for the management team. J Crombleholme
queried if the CCG is holding its providers to a higher standard than that which it is
itself delivering; T Ryley responded that this is not the case as the guidance
requires an NHS body to agree the timescale for the complaint response with each
complainant rather than stating a specific number of days.

The Governing Body noted the contents of the Resilience and Compliance Report.

155/14 QUALITY REPORT

M Chidgey presented the monthly Quality Report. He provided the Governing Body
with the following key messages:

- The Committee has received a report concerning the underperformance of
Improving Access to Psychological Therapies (IAPTs) and is concerned
about the current waiting times for counselling (30 weeks) and for CBT (21
weeks). These are maximum wait times with average wait times much lower

- The requested ‘deep dive’ report from NWAS has been received but this
has not provided a useful level of detail. This has been escalated to the
Greater Manchester level through the Urgent Care Leads

- The Chair of the Maternity Board presented to the Committee an overview
of maternity services giving the Committee assurance of the quality of the
commissioned service

- The CCG is concerned about waits for outpatient follow-ups for cardiology,
gastroenterology, and ophthalmology. There is a meeting on 16 September
to review the Foundation Trust’s improvement plan

- Quality impact assessments have been received for the Foundation Trust’s
high-level cost improvement plans but these do not identify the risks for the
cost reduction plans. This information has been requested.

R Gill noted that the Quality and Provider Management Committee had discussed
the One to One midwifery provider. This is a service run by consultant obstetricians
and midwives. The provider has a contract with NHS Wirral CCG who have been
assured that they are a safe provider.

M Chidgey confirmed that the service has received a positive report by the Care
Quality Commission. The provider holds an NHS contract and therefore is able to
offer their services across the wider NHS. He confirmed that there is work
underway at both a Greater Manchester and Stockport level to assure that the
service is transferable into Greater Manchester. This assurance process is work in
progress.

R Gill stated that the correct order would be to assure on quality first and only then
commission a service. M Chidgey responded that this was a complex area with a
strong national steer on promoting patient choice. He also confirmed that access to
the service had been agreed as GP referral only. It was requested that further
communication be sent to GPs advising of how and when to refer into the service.





J Crombleholme remarked that as context the Governing Body has previously
received data supporting the Healthier Together programme which showed that no
hospital in Greater Manchester is meeting all of the expected quality standards.

A Johnson noted the concerns in the Quality Report regarding safe staffing levels
at Stockport NHS Foundation Trust and asked the Governing Body if they are
assured. M Chidgey replied that this issue is included within the ongoing
discussions with the Foundation Trust, and is recorded on the Foundation Trust’s
risk register. As a result of a CQuIN the Foundation Trust is developing more
detailed ward-by-ward reporting which will help the CCG to focus on any specific
areas of concern.

J Greenough asked if this is an issue which is discussed by the Foundation Trust’s
Board and M Chidgey explained that the issue of nursing vacancies is included on
their risk register. J Greenough stated that he would like to know that their Board is
focused on this issue. J Crombleholme noted the opportunity to raise this at the
upcoming Board-to-Board meeting.

A Johnson commented that the TIA performance seems not to be improving month
on month. He added that in his experience patients are receiving appointments
seven days after the referral is made. C Briggs explained that since the last
Governing Body meeting in July a TIA ‘core team’ has been formed and this is
meeting later today. This team will be looking at the issues surrounding the
performance against the TIA target including timely GP referrals and making
appointments available over weekends. The team is to be presented with a plan for
weekend appointments today.

R Gill asked if the contract the CCG holds with Stockport NHS Foundation Trust is
for a seven day TIA service. Mark Chidgey confirmed that this is not a specified
element of the contract but is agreed as necessary to achieve the target.

R Gill also asked if the standard is for a patient at high-risk of stroke to be seen
within 24 hours and M Chidgey confirmed that this is the case. R Gill commented
that the Foundation Trust is wishing to become one of the three hospitals providing
specialist stroke services in Greater Manchester.

C Briggs informed the members that she is of the opinion that the Foundation Trust
are committed to meeting the TIA target and she will report back from this
afternoon’s meeting. J Crombleholme commented that if improvement is not made
soon the Governing Body will run out of patience.

R Gill noted that stroke services in Greater Manchester cost more than the
equivalent services in Greater London and yet produce worse outcomes. In
Greater Manchester one of the three hospitals providing these services could be
Stockport but they are continuing in failing to meet this TIA target.

T Ryley noted that there might be a balance to be found between improving rates
of morbidity and mortality and slight increases to waiting times. He suggested that
the CCG considers how we tackle such issues and how we prioritise them in light
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of the current limited resource levels. A Johnson suggested that the Governing
Body challenges its committees to come up with such answers. G Mullins agreed
that the CCG needs to focus its resources on those areas of highest concern.

R Gill added that the Governing Body needs to ‘strengthen our team’s hands’ as
these issues impact upon whether or not people live or die. The scientific evidence
Is that a patient should be seen within 24 hours and yet our local Foundation Trust
cannot do this for the period Thursday until Monday.

J Crombleholme stated that the issue of organisational priorities will be addressed
through the CCG’s organisational development plan. Regarding the specific issue
of TIA performance she stated that she has reviewed the available data and is not
convinced that Stockport has worse outcomes than the rest of Greater
Manchester.

J Greenough asked if NHS England has taken any interest in the CCG’s IAPTs
performance and M Chidgey confirmed that Pennine Care with all of its
commissioners have been working with the Intensive Support Team. The report
from this team was overdue but has now been received. Issues of accuracy are
being reviewed but at this stage there is nothing within the report which contradicts
the existing action plan.

J Pantall asked what work is underway to reduce the variability in primary care
services and J Crombleholme explained that this will be addressed through the
proposal for a new model for primary care which R Gill is bringing to the Governing
Body in November.

J Crombleholme asked if there is a standard expected of a ‘deep dive’ report and
M Chidgey explained there was no single standard for such a report. His
understanding is that such a report should provide a detailed look into a specific
area or service. He added that he would also expect to see benchmarking data
included. J Crombleholme remarked that the CCG could have clarified its
expectations of this report because we have wasted much time on waiting for a
report which is not very helpful. G Mullins commented that there are some
examples of good ‘deep dive’ reports in circulation and suggested that these be
used to develop a required format.

J Crombleholme informed the Governing Body that the Quality and Provider
Management Committee was surprised at how it had learnt of the delays in
outpatient follow-ups as this had been in response to a separate question asked of
the Foundation Trust. M Chidgey replied that the Foundation Trust has now
created a new Director of Performance role; the aim of this role is to alert the
Foundation Trust and commissioners of such performance issues. He expressed
his opinion that the CCG has received this data as a consequence of this new
appointment and that it demonstrates a good degree of openness.

The Governing Body noted the contents of the Quality Report and received the
minutes of the 20 August 2014 meeting of the Quality and Provider Management
Committee.
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156/14 FINANCE REPORT

G Jones presented the month 4 Finance Report. He reminded the members that
there was no meeting of the Governing Body in August and therefore the last
report was of the month 2 position at the July meeting. He explained that the
CCG'’s financial position has worsened in this two month period. This is because
the risks which were reported in April 2014 have materialised; also the month 2
position was largely based on estimates because the actual figures had not been
received.

He drew the members’ attention to a table in the report which sets out the CCG’s
movement in financial position between months 2 and 4. The CCG is experiencing
over-performance in the areas of non-electives, emergency department
attendances, and out-patient attendances. The demand in the acute sector
continues to grow.

The month 4 forecast shows position which is £2.5m below the target agreed with
NHS England (which represents the CCG’s required 1% surplus)..

The Finance Report includes a table showing the CCG’s performance against its
statutory duties which shows that the CCG is forecasting non-achievement of
delivering a recurrent surplus of 2.5%, of delivering a 1% in-year surplus, and of
delivering its QIPP plans fully.

The report also includes a table setting out some further financial risks which are in
addition to the month 4 position. G Jones explained that if the CCG does not
control its in-year cost improvement programmes it is storing up a much greater
problem for 2015/16.

The Finance Report concludes by recommending the establishment of a finance
sub-group to focus on the key financial issues that needs to be addressed.

J Greenough opened the discussion by stating that in his opinion it is unacceptable
that the first time the Governing Body receives robust financial data for the year is
in September. He asked that the executives ensure that this does not happen
again. He acknowledged that the financial risks had been previously reported but
felt that the members should have been made aware more promptly when they
became reality. He also stated that it is not acceptable for the CCG to fail to
achieve its statutory duties. On a positive note he recognised that the CCG has six
months before the end of the financial year in which to remedy the situation.

R Gill noted that the CCG is spending increased amounts in areas such as
emergency medicine and elective care at Stockport NHS Foundation Trust. He
reminded the members that the CCG has spoken previously about changing out-
patient flows but any capacity released is then being filled by patients in the
backlog. He suggested that the hospital system self-generates demand and then
the CCG is required to pay for this activity. He noted that GP referrals have

9





increased by the small margin of 0.7% but this is against a forecast of no increase
so is still presenting the CCG with a pressure.

He continued that the CCG needs to communicate with the public; we need to stop
doing as we’ve previously been doing and we need fundamental change to the
ways in which we spend on care. The only way to make this happen is to do
something very different and we need to be working in conjunction with our
hospital colleagues on this.

A Johnson stated that one in three patients who attend the emergency department
are admitted and suggested that the CCG has very little control over this. He noted
that the Foundation Trust's emergency department has been failing for a
considerable period of time and asked when the CCG should accept that its
actions have not effected the required improvements and decide to escalate this
issue. He continued that general practice has done a lot of work to reduce elective
referrals and yet this capacity is being filled by the Foundation Trust. He
commented that the Foundation Trust does not appear to be working with us to
address the issues.

G Mullins acknowledged that activity levels have grown above the planned levels,
and therefore the executives would like to establish a new QIPP Committee of the
Governing Body. Also she agreed with J Greenough that the Governing Body
should be receiving financial data in a timelier manner, and in addition to this she
noted the need to engage with the CCG’s stakeholders on this issue and
suggested that a first step on this can be taken at the upcoming Board-to-Board
meeting with Stockport NHS Foundation Trust.

V Owen-Smith commented on the importance of involving patients and the public
and asked if there are plans to involve Healthwatch and the public in the QIPP
Committee. G Mullins replied that the committee is intended to be a small, tight
group to manage the CCG’s QIPP planning and monitoring. She reminded the
members that this committee is not the only place where such discussions will be
taking place.

T Ryley added that the Governing Body and executives need to bear in mind their
responsibilities towards making these changes; they cannot abdicate responsibility
to a committee. He suggested that through some short-term actions it should be
possible to improve the CCG’s financial position by approximately £2.5m and a
report setting this out will be brought to the Governing Body’s October meeting. He
explained that the £19.0m for 2015/16 will not be so easy to find and this work will
need to involve all of the CCG’s stakeholders including the patients and public.

He recommended taking the approach of informing NHS England that the CCG will
require three months to develop a good three year plan to address the situation
and asked for the support of the Governing Body in conveying this message.

V Mehta noted that there are two aspects to the Foundation Trust's over-
performance. One is the change in coding and does not represent any increase in
activity. The second is an increase in demand and he suggested the need to focus
efforts on educating the public. He explained his concern that in the medium to
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long term if the CCG slips its investments any further it is storing up additional
problems for the future.

A Johnson agreed with the requirement for a huge amount of social marketing and
suggested that people need to look at their own behaviour, at their expectations,
and at the demands which they place on the health and care system as a whole.

The Governing Body:

- noted the financial position as at 31 July 2014

- noted the identified financial risks not within the forecast outturn

- endorsed the request to establish a QIPP Committee of the Governing Body and
agreed the representation of this. They requested this committee bring a recovery
plan to the next meeting of the Governing Body

- considered it unacceptable that this is the first time this year that they have been
presented with robust financial data and asked that this does not happen again

- considered it unacceptable for the CCG to fail its statutory duties.

157/14 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

S Johari informed the Governing Body that the Heatons and Tame Valley Locality
Council Committee last met on 3 July 2014. There has been disquiet from the
practice managers concerning the amount of work required for the practice
development plans. He concluded by stating that the Locality Council Committee
Chairs had met on 6 August and 5 September 2014.

A Johnson explained that in the Marple and Werneth locality the GPs are broadly
supportive of the practice development plans but noted that some of the smaller
practices are finding them more challenging. He added that the locality is using it
as an opportunity to look at things in a different way.

J Crombleholme asked how practice concerns are being picked up and V Mehta
explained that any concerns are brought to his attention. He added that the CCG
has received bids from every practice although there is variation in the robustness
of the plans.

P Carne updated the Governing Body that the Cheadle and Bramhall Locality
Council Committee last met on 3 July 2014 and the minutes from that meeting
have been circulated in today’s papers. The meeting included peer review of
gastro-enterology cases. He concluded by informing the members that his locality’s
Vice-chair has resigned.

A Aldabbagh updated the Governing Body that the Stepping Hill and Victoria
Locality Council Committee last met on 16 July 2014 and the minutes from that
meeting are included with today’s reports. At the meeting V Mehta provided an
update on the practice development plans. He informed the Governing Body that
there has been a change in Member Representative within his locality. The
Member Representative for The Surgery is now Dr Abdul Ghafoor.
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G Mullins noted the good work underway on the practice development plans and
commented that the CCG needs to be clear that the investments made are going
to deliver the expected outcomes.

The Governing Body noted the updates.

158/14 REPORT FROM THE CLINICAL POLICY COMMITTEE

V Owen-Smith presented the report from the Clinical Policy Committee. She
informed the members that the committee has updated its Terms of Reference to
include the Medicines Optimisation Lead as a member of the committee.

She provided the following key messages from the committee:

- Next month’s report will include consideration of the Department of Health
guidance on erectile dysfunction

- The committee noted NICE-estimated costs associated with atrial fibrillation
CG 180 of £263,000 but these need to be adjusted and further work is being
done to refine this estimate. The committee noted the quality issue of this
guidance and agreed it as a priority

- NICE guidance CG 181 has changed the threshold for lipid modification for
primary prevention in patients at 10% risk of cardio-vascular disease. The
committee discussed the cohort of patients who cannot self-manage
through lifestyle and considered the guidance should be followed for them.

J Crombleholme reminded the Governing Body that the Clinical Policy Committee
has delegated responsibility to make these policy decisions. However in the light of
today’s finance update she asked the members if they wish these decisions to be
referred to the QIPP Committee.

V Owen-Smith commented that she is unsure that people understand that if they
cease taking statins they should inform their general practitioner. R Gill agreed with
the committee’s proposal regarding statins and suggested also factoring in NICE
guidance on chronic kidney care; however he supported the proposal to ask the
QIPP Committee to review the decisions noting that it has good clinical
representation.

S Johari suggested that the committee’s decision regarding CG 180 could also be
referred to the QIPP Committee.

C Briggs pointed out to the Governing Body another potential cost for the CCG
regarding emergency department prescribing costs in light of new guidance from
the Department of Health.

The Governing Body:
- noted that CPC agreed the implementation of CG 181 (lipid modification)
and requested that this be reviewed by the QIPP Committee
- noted the actions for patients with atrial fibrillation
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- noted that CPC agreed to review emergency department prescribing costs
in light of new DH guidance

- noted the costing implications of NICE TA 315 of £78,627

- noted that CPC endorsed the EUR policy on Hyaluronic Acid for
Osteoarthritis

- noted that CPC endorsed NTS recommendations for aripiprazole prolonged
release tablet for the treatment of adrenal insufficiency and of lurasidone for
the treatment of schizophrenia

- noted that CPC endorsed IPNTS additions as follows: to the blacklist;
lidocaine 5% plaster (Versatis®) for the treatment of postherpatic neuralgia;
and to the grey list dapoxetene for premature ejaculation

- noted that CPC endorsed the end of life prescribing guidance

- noted that CPC agreed to use faecal calpotectrin for specific indications

- noted that CPC agreed for Colsevelam and Cyanocobalamin to remain on the
black list and for Dymista for allergic rhinitis to be added

- noted the change to the committee’s membership and Terms of Reference

- and received the draft minutes of the Clinical Policy Committee meeting of 23
July 2014.

159/14 REPORT OF THE CHAIR
J Crombleholme provided the following updates:

- The CCG’s Constitution sets out that the role of Vice-chair of the Governing
Body is to be annually reviewed. She thanked S Johari for the way he has
fulfilled this role over the last year, and asked for expressions of interest
from the four Locality Council Committee Chairs

- At the July Governing Body there was a Part Two (closed) meeting which
reviewed the current South Sector work.

At their last meeting the Patient Panel asked for assurances on what services will
be delivered locally when hospital services like dermatology and neurology are
being run by providers such as Salford Royal. They were concerned that patients
will have to travel to Salford for diagnostic tests such as for skin prick testing. They
also asked what options the Healthier Together programme had considered and
rejected regarding changes to community care and to primary care. They
expressed the opinion that there had not been much consultation regarding the
Healthier Together proposals. The Patient Panel felt assured regarding the £2m
being invested in primary care and would like to receive updates on the progress of
the initiatives.

J Crombleholme asked if the executive could look into the question regarding the
provision of hospital services. She noted with concern that the Patient Panel felt
that there is not enough consultation taking place on the Healthier Together
proposals and asked that R Gill responds to the panel to highlight the consultation
work that is being undertaken.
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J Crombleholme concluded by reminding the members that next month is the
Stoptober smoking cessation campaign. The evidence shows that people are more
likely to be successful in giving up smoking if they do so as part of a group. She
encouraged the Governing Body and members of the public to pass on the
message to as many people as possible.

J Pantall added that as part of the local Stoptober campaign the Healthy Stockport
bus will be visiting the priority areas.

The Governing Body noted the updates.

160/14 REPORT OF THE CHIEF CLINICAL OFFICER

R Gill started his update by informing the Governing Body that the ‘any qualified
provider procurements of 24 hour blood pressure monitoring and of spirometry
have now concluded. The outcomes are that these services will continue to be
provided by general practice. R Roberts added that as two additional GP practices
are now offering 24 hour blood pressure monitoring there is now better
geographical coverage in Stockport following this procurement exercise.

R Gill reminded the Governing Body that, in this meeting’s papers, there is a report
setting out some proposed changes to the CCG’s Constitution. He asked the
members if they support these proposals being put forward to a vote of the Council
of Members at the Annual General Meeting on 24 September 2014.

S Johari asked if his proposed voting rights in respect of being the Governing Body
Vice-chair replaces his vote as a Member Representative; it was explained that
this is in addition to his Member Representative votes.

V Owen-Smith noted that, following today’s report from the Clinical Policy
Committee, the appended Terms of Reference will need replacing. S Johari also
pointed out that there is a reference to the Secondary Care Consultant being the
Chair of the Clinical Policy Committee and J Crombleholme replied that this has
already been identified for changing.

R Gill drew to the members’ attention the minutes of the Association Governing
Group of 5 August 2014 which have been circulated. He explained that there had
been a discussion concerning how the 0.3% of allocation which is the GM Strategic
Levy is to be spent. NHS England have requested that a proportion goes towards
offsetting their overspend on specialist commissioning. The discussion included
the fact that not all CCGs have received their target allocation and therefore it was
suggested that additional funding towards specialist commissioning be made by
CCGs on the basis of their ability to pay. A detailed response is being prepared.

J Crombleholme noted that when the Group was established the CCG agreed with
the principle of collective working but we need to consider these additional funding
requests when they could have the consequence of our being unable to invest in
our community services. R Gill agreed that it is important how this issue is
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addressed. He explained that at last week’s workshop a series of workstreams
were identified and one of these is to look into a fair method of pooling funds.

R Gill concluded by reminding the members that he has also circulated a briefing
note regarding the Enhanced Support Team (a pilot for patients receiving end of
life care) which enables people to die at home if that is their choice. He added that
this good work could not have happened prior to the prior integration work which
has been carried out.

P Carne commented on the impressive figures in the briefing note and asked if this
could be rolled out to the other localities. D Jones replied that the Service Reform
team are looking to do so by the end of this year. The team are also reviewing the
data to understand if this service model has also resulted in a reduction to
emergency department attendances.

The Governing Body:
- noted the contents of the update
- supported the proposed Constitution changes be put forward to the Council
of Members
- asked that their thanks be passed on to the team for their work on end of
life care.

161/14 REPORT OF THE CHIEF OPERATING OFFICER
G Mullins provided the following updates:

- She provided an update from the Learning Disability Enhanced Support
Service Steering Group which has recommended a move to a cost per case
commissioning model which would ensure a shift to person-centred care
planning. She asked the Governing Body to support this recommendation

- The CCG’s application for co-commissioning has been approved by NHS
England. We are currently working through the detail of how this will work in
practice and further updates will be brought to the Governing Body. There is
a direct connection between co-commissioning and the work being done by
R Gill on the future model for primary care. The LMC were also supportive
of the application

- We have received new guidance regarding the Better Care Fund which has
changed the requirements quite significantly. G Mullins reminded the
members that the fund is not additional money but rather existing CCG
money which is being pooled with the local authority. The challenge for the
CCG is in how we fund our required contribution. The CCG has brought in
some consultants to provide additional support to help with modelling the
proposals. Stockport has been identified as a high risk economy due to the
CCG’s financial position and therefore we think it likely that our plan will be
approved but with conditions. The Better Care Fund plan is being taken to
next week’s meeting of the Health and Wellbeing Board

- There has been lots of activity undertaken to support the public consultation
for Healthier Together. R Gill has been involved in some Greater
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Manchester-level events. She encouraged people to complete
guestionnaires if they have not yet done so

- The CCG has added its support to a South Sector bid to the Technology
Fund for a joint hospital records system. This is in addition to the economy
bid for £1m to support the implementation of an integrated digital care
record across health and social care.

T Ryley added that the work being done on the submission for the Better Care
Fund is highlighting that the need for the health system to change its propensity
towards non-elective admissions is greater than our ability to effect this change.

P CARNE LEFT THE MEETING AT 12.15

J Pantall commented on the tremendous amount of work done by the CCG’s
Communications Team in support of the Healthier Together consultation. He
added that one concern noted by the Health and Wellbeing Board is that of
capacity at Stockport NHS Foundation Trust; as well as being ambitious the Board
had commented that plans need to be achievable.

V Mehta asked if co-commissioning presents a capacity risk to the CCG as it
involves taking on more work at the same time as implementing a reduction in
running costs. He stated that he considers it to be the right thing to do but that it
needs to be done carefully. G Mullins agreed with his observations of some of the
challenges for co-commissioning but also noted the opportunities.

V Mehta also asked the membership of the QIPP Committee and T Ryley
explained the proposed members. K Richardson requested assurance that the
committee would have a quality focus and asked if M Chidgey is on the
membership to represent the Quality and Provider Management Committee. G
Mullins replied that the committee needs to strike the correct balance between its
priorities whilst being a small, tight group monitoring the CCG’s progress. She
noted that the committee will also need to reach out to other groups and
committees within the CCG.

T Ryley agreed that the Governing Body should be challenging the committee if its
proposals do not contain both equality impact assessments and quality impact
assessments. J Crombleholme asked if that provided K Richardson with some
assurance and she agreed that she is more assured.
The Governing Body:

- noted the updates

- supported the move to a cost per case commissioning model for the

Learning Disability Enhanced Support Service.

G MULLINS LEFT THE MEETING AT 12.25
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162/14 SAFEGUARDING ANNUAL REPORTS
S Gaskell, Lead Nurse for Safeguarding Children, joined the meeting.

C Briggs presented an overview of the Safeguarding Annual Report 2013/14. She
explained that there has been a significant amount of activity by what is a small
team. She wished to bring the following key points to the attention of the Governing
Body:

- the CCG has a statutory duty to have executive representation on the
Stockport Safeguarding Children’s Board. She now has K Richardson as a
deputy in this role so that the CCG’s attendance can be maintained. It is
likely that representation at the Stockport Safeguarding Vulnerable Adults
Board will also be made a statutory requirement later this year

- Stockport NHS Foundation Trust has made improvements. With specific
regard to community services it is proving difficult to separate out the
performance of the Stockport community services from those of Tameside
and Glossop

- There has been a real achievement this year with the roll-out of
safeguarding self-assessments by care homes

- The Governing Body has previously been made aware of a concern
regarding health provision to care leavers. We now have some provision in
this area on a temporary basis.

J Pantall remarked that there are proposals regarding the safeguarding of
vulnerable adults which are about to go to consultation. He added that the local
authority is in the process of recruiting six qualified social workers to address the
backlog in cases concerning the Mental Capacity Act and deprivation of liberties.

R Gill noted that the report refers to a gap in Child and Adolescent Mental Health
Services and asked for the detail; S Gaskell explained that there used to be a ring-
fenced tier 2 CAMHS service for looked after children but the current service is no
longer ring-fenced. R Gill asked if this has made any impact on access to the
service. S Gaskell replied that there is not the provision for long-term work but only
for crisis work.

R Gill asked if anyone is working on a business case to address this gap in service
provision. S Gaskell explained that her team is working on this and suggested that
it needs to be decided if the CCG considers this to be a priority area for funding. R
Gill asked that the team conduct a specific review of this gap as this must be
affecting some of our most vulnerable young people.

R Gill noted that there are many out of area placements of looked after children
within Stockport and asked if this generates a resource flow for the CCG. S
Gaskell explained that for Greater Manchester residents it has been agreed that
there will be no cross-charging. In Stockport there are approximately 300 looked
after children of whom two thirds are from out of area. M Chidgey added that there
used to be cross-charging between the Primary Care Trusts and he suggested that
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if this were to be reintroduced it would result in additional income of around
£300,000 which would allow the CCG to provide additional services.

J Crombleholme noted that the financial aspect is important but the CCG needs to
be mindful of the vulnerable children who need these services. She asked R Gill
how he wished to proceed. R Gill replied that the CCG should do the right thing for
these vulnerable children and provide the services but also make sure that we
receive the resource to do so.
The Governing Body:

- confirmed that the report provides significant assurance that the CCG is

meeting its safeguarding responsibilities

- acknowledged the gaps and risks in the system and the actions in place to
address these.

163/14 ANY OTHER BUSINESS

J Pantall informed the Chair that his item of additional business had been
addressed already during the meeting.

There were no further items of business.

As the meeting had overrun the Chair asked the members of the public present to
email any questions to the Board Secretary.

164/14 DATE, TIME AND VENUE OF THE NEXT MEETING
The next meeting of the NHS Stockport Clinical Commissioning Group’s Governing

Body will take place at 10.00 on Wednesday 8 October 2014 at Regent House,
Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.40.
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The Heatons & Tame Valley Locality Council Minutes

The Heatons Sport Club

23" July 2014 at 1.00pm

_ y _ From To
Date of Meeting: 23" July 2014 Time 1.00pm 2.00pm
Venue: The Heatons Sport Club, Heaton Moor.

Phil Scott — Stockport CCG

Sasha Johari — Locality Chair/GP Park View

Paul Ansbro — Brinnington HC

Rhona Franks — Park View Group Practice

Sarah Newsam — Public Health

Dr Suvajit Chatterjee — Vernon Park Surgery

Dr C Gormley — Heaton Norris HC — Dr Marshall & Partners
Margaret Wallis — Heaton Norris HC — Dr Marshall & Partners
lan Stanyer — Heaton Moor MC

Dr John Swarbrick — Heaton Moor MC

Dr Chris Marshall — Heaton Norris HC

Mrs Jo Stevens — The Family Surgery

Dr Mark White — Brinnington HC

Dr B Locke — Heaton Moor MC

Michelle Davenport — Heaton Mersey Practice

Dr J Wynn — Heaton Mersey Practice

Laura Higginbotham — Eastholme Surgery

Lynn Bennett — Dr Sen’s practice — Heaton Norris
Dr Steve Gaduzo — STAIRS 2.

Steve Sewell — Transformation Team

Patrick O’Brien — Healthy Stockport

Leslie Abraham — Healthy Stockport

Bruce Magill - FARSITE

Mark Warren — Adult Social Care

Dr Poon — Heaton Moor MC

Attendees:

Gerry Wright — Healthwatch

Dr J Herd — Eastholme
Apologies: Matthew Russell — LDC

Dr Azmi — The Surgery

Doreen Henbrey — Vernon Park

Secretary to

X ) Phil Scott, Area Business Manager, Stockport CCG
Committee:

MEETING GOVERNANCE ‘

Itl\(le? Meeting Item Responsible
1 | Apologies PS






As noted above.

Notes from previous meeting
Agreed

SJ

Declarations of Interest
Sasha asked if anyone had any new declarations to mention. None
received.

SJ

Update from Governing Body

e Sasha advised that SFT are still reporting that GPs are slow to refer
in TIA cases. GPs feel this is not the case and would SFT to
provide specifics.
GP Development Scheme approved
CCG cost pressures highlighted.
SFT are not meeting the A&E 4 hour target
GPs asked their thoughts on CCG.A practice manager felt things
were disorganised particularly around finance, remittances and
contracts. Another practice manager felt the communication from
the AB Manager was timely and good but felt the issues with
communication came from a higher level with the lack of clarity, and
the constant changes being made. They also said that practices
feel they do not have control and they are becoming frustrated as
the service from the CCG is not joined up. One practice manager
quoted the LMC meeting attended by the CCG where they thought
agreement/decisions had been made only to be told things had
changed again by the next day. It's impossible to plan. One GP felt
that small practices will suffer as a result of these changes and
where is the support?

SJ

Updates

Public Health

Sarah Newsam updated the meeting on:

The hypertension campaign. Practices should now have been sent a
‘briefing’ by email but practices had not seen it. PS to send. Practices
should also be getting data from the kiosks on a regular basis and should
be using the hypertension template on their clinical systems that was
devised by Angela Christopher. Sarah advised the onus is on the patient to
contact the practice if they have a high BP reading taken at the kiosk.
Practices can then follow their own protocols for managing the patient.
Public Health will get aggregated data on this. The campaign has been
extended until October 2014.

Health & Wellbeing. The pilot scheme is targeted at the older population
i.e. over 65 years. Its aim is about prevention by identifying the needs of
the elderly, their eating and drinking habits, those in social isolation. There
is a patient questionnaire that services will look through and target the key
areas, even feed in to care plans when needed. The onus on practices for

SN






admin time i.e. doing the search to identify patients and print off the
necessary letters will be approximately an hour. Public health will pay the
postage. SN would like to return to the next meeting in October for a further
update.

Adult Social Care
Mark Warren updated the meeting on 4 areas. MW
Complex Care. September 15" sees a big change with the integration of
the services. They will no longer operate a separate older and younger
people’s service. They will merge. There should be no noticeable impact on
practices. The referral process remains unchanged.

Deprivation of Liberties Safeguard (DOLS). 200 DOLS applications in
waiting just from Care Homes. The process is very bureaucratic.

Care Act. The law is being revolutionised. ASC is working with the DoH to
make sure they are ready. One of the new legal requirements is that they
will have to provide advocates from 1% April 2015. The eligibility criteria will
change and there will be a more personalised approach e.g. personalised
budget.

Enhanced Rapid Response. There are presently problems with delays
due to DNs.

Pharmacy - DNA PM

Dental - DNA MR
Optometry - DNA DP

Healthwatch — DNA GW

Terms of Reference. SJ
Amended Terms of Reference were ratified.

Amendment was in 2b) The appointment process. ‘If there is more than
one meeting’ was amended to ‘If there is more one candidate......
Vice Chair SJ
Sasha raised the subject of interest in the Vice Chair post for the locality.

None forthcoming.

8 AOB SJ
None raised

DATE AND TIME OF NEXT MEETING
T

he next meeting will take place on 29" October The Heatons Sports
Club,Green Lane, Heaton Moor,SK4 2NF.
Further locality council meeting on 25" February 2015. Venue as above.
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Marple & Werneth Locality Council Meeting

Date of Meeting:

From To
1:30pm 2:30pm

14 July 2014 Time

Venue:

Marple Memorial Park

Attendees:

Johan Taylor, Dr Andy Johnson (Marple Cottage Surgery); Dr Simon Woodworth,
Teresa Shaw (Chadsfield Practice); Paula Davies, Dr Robert Mathewson (High
Lane Medical Centre); Dr Imran Khan, Dr Roddy Lennox (Woodley Health Centre);
Heather Underwood, Dr Jane Needham (Marple Bridge Surgery); Fraser Cherry, Dr
Dr Madhu Valluri (Marple Medical Practice); Dr Raina Patel (Guywood Practice); Dr
Abdul Ghafoor (Bents Lane Medical Practice); Dr Mike Armstrong, (Bredbury
Medical Practice); Dr Graham Parker (Archwood Practice); Julie Ryley (Stockport
CCG); Andy Dunleavy (Public Health, SMBC); Mike Walker (Medicines
Optimisation); Mark Fitton, (Adult Social Care, SMBC); Lee Speed, Lesley
Abraham, Patrick O’Brien (Healthy Stockport); John Glover (Local Optometric
Committee); Helen O’Brien, Dr Paul Jarvis (Farsite)

Apologies:

Nic Jones, Practice Manager (Archwood Medical Practice); Amanda Mullen,
Practice Manager (Bredbury Medical Practice); Adrian Moss, (Bridge Dental Care);
Susan Parker (Minor Eye Injury Service); Dr Mark Gallagher (Alvanley Practice);
Jane Jefferson (Public Health, SMBC); Caroline Austin (Medicines Optimisation)

Chair/Vice Chair

Dr Andy Johnson and Dr Simon Woodworth

MEETING GOVERNANCE

Meeting Item

Respon
sible

1. Apologies

As noted Above

2. Notes from Previous Meeting

Andy Dunleavy asked that it be noted that his apologies had not been recorded on the
previous minutes. Apart from this it was agreed by all that the notes of the previous meeting
were accurate and they were therefore ratified.






3.Healthy Stockport

It was explained that Healthy Stockport had existed in its current form for the past 12
months as the service had been reconfigured. It still has specialist services such as
Stopping smoking, Weight management, stress management and mental wellbeing and the
PARIS scheme. It is operating in partnership with Pebble.

Referrals are accepted from general practice but it was requested that GPs include as much
detail as possible; these can be emailed via a secure NHS net email address. However
patients can also self-refer. (Referral Form attached). More information can be obtained by
contacting Healthy Stockport via the email address below or by visiting their website.

Website: http://www.healthystockport.co.uk

Email: info@healthystockport.co.uk

@D

Referral Form
HS-L3-R1 Oct 2013 -.

5. Updates
Public Health

Andy Dunleavy provided an update on the Hypertension Campaign and also provided a
report which described the clinical processes and data collection /intelligence for those
patients (aged 35 — 74) obtaining a BP reading in the community. It also referred to the
expected outcomes of the campaign and how effectiveness will be monitored and
measured.

There are currently 7 health kiosks (deployed in various locations (town centre x 3,
community centres - Offerton x1, Bridgehall x1, Brinnington x1 and at Stepping Hill
Hospital). At each site people obtain a BP reading and can access lifestyle advice and
information. A secure server saves the data and provides monthly reports direct to practices
(practice managers) for inputting on their system(s). Early indications are that practices will
receive between 20 - 30 patient records from the kiosks per month (range 4 — 93).

The campaign also includes multiple community events (from May — October 2014) where
BP readings (additional to the above) will be taken by trained staff. The BP readings
collected will be made available to practices (practice managers) for inputting.

Initial data collection suggests the programme is reaching the target age-ranges and
patients with hypertension (stage 1 — 2). A detailed analysis, as part of the evaluation is
planned to establish if the campaign is effective in reaching registered patients without a BP
recorded on GP systems in the last 5 years.

Our efforts are now focused on the data input and the input processes required to update
the patient care records. To achieve this we have piloted a data quality team clinical
template. This will enable practice managers to input the data within any of the 4 clinical
systems used across Stockport. The template includes specific ‘read codes’ to support
future data identification, retrieval and evaluation.




http://www.healthystockport.co.uk/

mailto:info@healthystockport.co.uk



Practices help with inputting the patients BP readings to the GP system is a vital stage in
the process. As well as BP readings the data practices will receive includes demographic
data, BMI and lifestyle information (smoking status). Practices were asked to upload the BP
readings as standard and any other patient lifestyle data they may find useful is optional.

If we can at this stage secure your further support our aim is that an additional 10% of those
without a registered BP reading in the last 5 years could be achieved by October 2014.

Please contact andy.dunleavy@stockport.gov.uk or on 0161 474 2457 is you have any
gueries.

Stockport MBC

Mark Fitton provided an update about work currently being undertaken in SMBC, specifically
with regard to the integration agenda. This included:

e Integration within Marple & Werneth and Complex Care work. MDTs are currently
happening in 4 practices with a plan to roll out further in the near future.

¢ Enhanced Rapid Response service — service continuing until October 2014 in the
first instance. Subject to evaluation by CCG.

o Adult Social Care currently re-configuring locality teams (previously OPS Teams to
an 18+ service. Timescale for this is end September 2014 and rationale is broadly in
line with planning for integration with health and the long term conditions agenda.

o Deprivation of Liberty Safeguards and the Supreme Court Judgement — significant
impact on Adult Social Care as Managing Authorities Nationally. Locally seeing
significant increase for those people in hospital or care homes that are deemed to be
deprived of their liberty. Unable to meet current demand but planning for additional
resource needed.

e Care Act — Currently out for consultation on guidance. Will impact in April 2015. April
2016. Reinforces personalisation agenda and introduces Dilnott recommendations.

Dr Johnson also advised the locality on the Better Care Fund explaining that some funding
would be taken away from CCGs and put into social care. Within Stockport this is
approximately 10 million and will be used to drive forward the integration of health and
social care. Dr Johnson encouraged everyone to look this up and read more about what is
happening locally.

Medicines Optimisation

Stockport has now started using the GMMMG formulary. Only small changes as the old
formulary closely followed Greater Manchester’s in any case. Can still be accessed via the
Medicines Optimisation section of the CCG website.

Black and Grey list changes —
1. Oral Piroxicam is now on the grey list following the MHRA safety warnings. It should
only now be used on the recommendation of a specialist.
2. Mirvaso gel (new rosacea treatment) has been black listed in line with cosmetic
treatments policy.
3. Fidaxomycin is no longer black listed, but can be used in primary care only on the
advice of microbiology to treat C.Diff.

GMCSU have concluded there is no evidence to indicate patients should be maintained on
a specific brand of Itraconazole 100mg caps (eg Sporanox). If a switch is made, they advise
careful counselling to ensure compliance. It may be prudent to monitor blood levels within 2-
4 weeks also.




mailto:andy.dunleavy@stockport.gov.uk



Current work in practices to be aware of —
1. SOP work — all generic and branded Tamsulosin MR 400micrograms to branded
generic Tabphyn (cost effectiveness)
2. Azithromycin capsules to tablets (80% cheaper)
3. Venlafaxine MR caps to tabs (easier to swallow and more cost effective)
4. Pregabalin dose optimisation (bd doses in neuropathic pain and using the most
appropriate strength for the dose. More cost effective and convenient for the patient)

6. Terms of Reference

Dr Simon Woodworth asked those present if they felt any amendments were required to
the Locality’s Terms of Reference. He added that on review of this document himself he
had noted that the document was not perhaps as specific as it needed to be about who
should attend the locality council meeting from a GP practice perspective. It was agreed
that one amendment would be made to ensure that the majority of practices would be
represented by a GP at each locality council meeting.

7. Update from Governing Body

Dr Johnson provided a brief update of Governing Body; he said that the main item had
been an outline of the draft financial plan. He stated that the £5 per head of population
GP fund is to be targeted at patients over the age of 75 with the aim to reduce avoidable
hospital admissions.

8. Declarations of Interest

Members were asked to verbally declare any new declarations of interest; None declared. | JR
They were also asked to complete a Declarations of Interest Form for 2014/15. It was
confirmed that this would be sent out with the minutes of the meeting.

DATE AND TIME OF NEXT MEETING

The next meeting will take place on: 22 October 2014 @ 1.30pm
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2014-15 Appendix 1
Month 5 - as at 31st August 2014
YTD (Mth 5) Forecast 14/15
Plan Actual Var Var Plan Actual Var Var
£000s £000s £000s % £000s £000s £000s %
FUNDING
Revenue Resource Limit (RRL)
Confirmed (146,767) (146,767) 0 0.0% (360,123) (360,123) 0 0.0%
Anticipated 0 0 0 0.0% 0 0 0 0.0%
Total RRL (146,767) (146,767) 0 0.0% (360,123) (360,123) 0 0.0%
EXPENDITURE
Mainstream I&E Budgets
Acute 88,256 89,961 1,705 1.9% 211,114 215,000 3,886 1.8%
Mental Health 12,444 12,964 520 4.2% 29,866 30,524 658 2.2%
Community Health 10,375 8,968 (1,407) (13.6%) 23,333 21,399 (1,934) (8.3%)
Continuing Care 5,827 5,710 (117) (2.0%) 13,990 13,762 (228) (1.6%)
Primary Care 3,815 3,723 (92) (2.4%) 9,891 9,825 (66) (0.7%)
Other 2,289 2,290 1 0.0% 4,486 4,282 (204) (4.5%)
Sub Total Healthcare Contracts 123,006 123,616 610 0.5% 292,680 294,792 2,112 0.7%
Prescribing 19,222 19,624 402 2.1% 46,529 47,729 1,200 2.6%
Running Costs (Corporate) 2,756 2,468 (288) (10.4%) 6,583 6,135 (448) (6.8%)
Total Net I&E Expenditure 144,984 145,708 724 0.5% 345,792 348,656 2,864 0.8%
Reserves
Reserves - Inlaftion and Demand 0 0 0 0.0% 0 0 0 0.0%
Reserves - Investments 0 0 0 0.0% 9,637 7,837 (1,800) (18.7%)
Reserves - Contingency 0 0 0 0.0% 1,676 0 (1,676) (100.0%)
Reserves - QIPP (Refer App 2 Table 2) 0 0 0 0.0% (3,136) 0 3,136 (100.0%)
Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 1,875 2,862 987 52.6%
Sub Total Reserves 0 0 0 0.0% 10,052 10,699 647 6.4%
Total Net Expenditure & Reserves 144,984 145,708 724 0.5% 355,843 359,354 3,511 1.0%
TOTAL (SURPLUS) / DEFICIT (1,783) (1,059) 724 (40.6%) (4,280) (769) 3,511 (82.0%)






SUMMARY OF RESERVES
Month 5 - as at 31 August 2014

Table 1 - Reserves Summary

Reserves Commits Forecast Bals
Held Mth 5 Mth 5 onwards Year End
Amounts Held in CCG Reserves £'000 £'000 £'000
Inflation and Demand 0 0 0
Investments 9,637 7,837 (1,800)
Contingency 1,676 0 (1,676)
QIPP (see table 2 below) (3,136) 0 3,136
In Year Adjustment to Allocations 1,875 2,862 987
Total Reserves 10,052 10,699 647]
Table 2 - CCG Cost Improvements
QIPP Schemes YTD Forecast CIP Variance
Opening Position Savings yet to be delivered to Plan

£'000 £'000s £'000s
Activity Deflections (10,833) (7,697) (3,136) 0|
Prescribing (953) (953) 0 0|
Total (11,786) (8,650) (3,136) 0|
Table 3 - Public Sector Payment Policy (PSPP) - Measure of Compliance
The Public Sector Payment Policy target requires PCT's to aim to pay 95% August YTD
of all valid invoices by the due date or within 30 days of receipt of a valid
invoice, whichever is later. Number £000s
Non-NHS Payables
[Total Non-NHS Trade Invoices Paid in the Year 4,986 17,646
 Total Non-NHS Trade Invoices Paid Within Target 4,837 17,105
Percentage of Non-NHS Trade Invoices Paid Within Target 97.01 96.93
NHS Payables
Total NHS Trade Invoices Paid in the Year 1,012 107,036
Total NHS Trade Invoices Paid Within Target 971 106,752
Percentage of NHS Trade Invoices Paid Within Target 95.95 99.73]
[Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 5,998 124,682
Total NHS Trade Invoices Paid Within Target 5,808 123,857
Percentage of NHS Trade Invoices Paid Within Target 96.83 99.34]
\We will continue to monitor our performance against the 95% 'Public Sector Payment Policy' (PSPP) target of invoices
paid within 30 days of invoice. Performance is measured based on both numbers of invoices and £ value.
Table 4 - Summary of Notified and Anticipated Allocations

Still Held in
Recurrent Budget Non Recurrent Total Reserves

£'000 £'000 £'000 £000.s
Opening Baseline Allocation (354,757) (354,757)|
In Year Notified Allocations
GPIT Allocation - Non recurrent (Mth3) (761) (761)
GPIT Transitional Allocation - Non recurrent (Mth5) (345) (345) 125
Demonstrator Funding - Non recurrent (Mth3) (125) (125) 345
2014-15 RTT Funding - Non recurrent (Mth5) (1,405) (1,405) 1,405
Spec Comm - High Cost Drugs & Insulin Pumps - Recurrent (Mth5) (2,730) (2,730) 0|
TOTAL ALLOCATIONS (357,487) (2,636) (360,123) 1,875

RAG
Rating

Appendix 2

Recurrent
Variance to Plan

£'000
(3,136),

0

(3,136)






NHS STOCKPORT CCG BALANCE SHEET as at 31 August 2014 (Month 5)

Non-current assets:
Property, plant and equipment
Intangible assets

Trade and other receivables
Total non-current assets

Current assets:

Cash and cash equivalents
Trade and other receivables
Inventories

Non-current assets classified "Held for Sale"
Total current assets
Total assets

Current liabilities

Trade and other payables

Provisions

Borrowings

Total current liabilities

Non-current assets plus/less net current assets/liabilities

Non-current liabilities
Trade and other payables
Provisions

Borrowings

Total non-current liabilities
Total Assets Employed:

FINANCED BY:
TAXPAYERS' EQUITY
General fund
Revaluation reserve
Total Taxpayers' Equity:

Appendix 3
Opening Closing Movement Forecast
Balances Balances in Balances B/S
1.4.13 31.08.14 31.3.15
£000s £000s £000s £000s
18 17 (1) 14
0 0 0 0
0 0 0 0
18 17 (1) 14
56 2,615 2,559 50
721 275 (446) 200
0 0 0 0
777 2,890 2,113 250
0 0 0 0
777 2,890 2,113 250
795 2,907 2,112 264
(18,975) (18,959) 16 (19,000)
(438) (438) 0 0
0 0 0 0
(19,413) (19,397) 16 (19,000)
(18,618) (16,490) 2,128 (18,736)
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
(18,618) (16,490) 2,128 (18,736)
(18,618) (16,490) 2,128 (18,736)
0 0 0 0
(18,618) (16,490) 2,128 (18,736)
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Executive Summary

NHS |

Stockport
Clinical Commissioning Group

What decisions do you require of the Governing Body?

Note the report.

Please detail the key points of this report

Performance on NHS Constitutional targets and legal compliance indicators as well as an update on CCG risks. Also
included is an update on progress againstthe Quality Premium measures.

What are the likely impacts and /or implications?

Monitor RTT going forward.

How does this link to the Annual Business Plan?

Updates Governing Body on performance on the measures laid out in ourannual business plan.

What are the potential conflicts of interest?

N/A

Where has this report been previously discussed?

Directors Meeting

Clinical Executive Sponsor: Dr Ranijit Gill

Presented by: Gaynor Mullins

Meeting date:

Agenda item:

Reason for being in Part 2 (if applicable)

N/A
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Clinical Commissioning Group

Chief Operating Officer's Report

perating Officer's Report

This performance report covers the period to July 2014 (for performance against NHS Constitution targets) and to August 2014 for legal compliance indicators. It also includes an update on progress
against the Quality Premium measures.

In terms of NHS Constitution Targets, the key performance risks remain the 4 Hour Emergency Department Waiting Times Standards and Referral to Treatment Times (RTT) for hospital appointments.

The reported position for ED 4 Hour Waits at the end of July 2014 was 93.1% against a Constitutional Standard of 95%. Since July, the hospital and partners across the economy have continued to work
extremely hard to implement the performance improvement plan. At the end of September 2014 (end of Q2) the hospital has met the 95% standard, which is an excellent achievement. However,
delivery of the target remains high risk due to the inability to recruit to the ED Consultant vacancies, rising attendances and the fact that we are about to enter the traditionally pressured Winter period. All
health economies have been allocated 'system resilience’ funding to provide additional support over the busy winter period. Local health economies have had to develop plans for the use of this additional
resource (£1.86M for Stockport). We have been identified as a 'high risk' economy (due to the non-delivery of the target for 2 years) and are undergoing an additional level of assurance which has put
some delay in the funds being released, this is impacting on our ability to put the plans into place in time for the start of Winter.

RTT times are delivering against the standard in July. However, there is a significant backlog of patients and we are therefore flagging as high risk the sustained delivery of this target. Our plans had
been to reduce the waits/backlog during the Summer, however this has not been achieved. We have been allocated £1.4m to reduce the waiting times, with the expectation that we will:

* Reduce the number of >16 week waiters (approximately by half).
» Achieve the three RTT standards sustainably, originally from September but this has been delayed to November.

Because of the numbers of patients waiting we will see a deterioration in performance in October and November. This may continue into December which would not be in line with national
expectations. We are currently working through the detail of the plan with providers (for submission on 3rd October) and an update will be provided at the meeting.

Ambulance response times continue to be below standard, and this is due to capacity issues within the service. This is a concern across all NWAS commissioners and the response is being led by
Blackpool CCG on our behalf. We have also not made the progress in eliminating the number of over 52 weeks that we had aimed for and have therefore asked the Quality & Provider Management
Committee to focus on this area and agree whether any further action needs to be taken.

There is continued good performance in infection control and mixed sex accommodation.

In terms of Statutory Duty and Compliance we continue to have strong performance in areas such as levels of staff absence, training and FOI responses. We have not met our CCG set target of
responding to all complaints within 25 working days. We have recruited to the vacant Complaints Officer role and are arranging staff training on dealing with complaints and so expect performance in this
are to improve. We do meet the statutory requirements for complaints.

In terms of the Quality Premium we are at the time of writing still waiting for the result of our 2013-14 performance. In terms of this year the current forecast and risk is set out below. A lot of the data this
year is based on annual measures and outcomes, and therefore at this stage it is difficult to forecast. There are issues with accessing the hypertension data from the Stockport Health Record and work is
in hand to resolve this. Known areas of risk are Access to Psychological Therapies achievement (15% Q4 required) and composite avoidable adult and paediatric admissions; and the potential deductions
because of financial position (100% if in deficit), A&E performance (25%), Ambulance Performance (25%). Given the issues reporting the table below can only act as a focus rather than accurately predict
the outcome.

Risk Potential Lost Risk

Potential Years of Life Lost (Annual) 15% 219,000|Unclear Financial Balance -100%|  -1,460,000|At risk
Adult and paediatric admissions 25% 365,000 At risk Referral to Treatment Times -25% -365000|On Track
Access to Psychological Therapies 15% 219,000|At risk A&E waits -25% -365000|At risk
Patient experience [Annual) 15% 219,000|Unclear Cancer Waits -25% -365000{Some risk
Medication errors (Twice annually) 15% 219,000|Unclear Category A Ambulance -25% -365000| At risk
Hypertension (Data access issues) 15% 2159,000|Unclear

Total Available 100% 1,460,000
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NHS Constitution Compliance

Referral To Treatment - Last Four Full Quarters Last Three Months

Name of NHS Constitutional May Jun Jul Operational Collection Reporting
Indicator a2 a3 a4 Qi 2014 2014|2014 Standard _ Frequency Period  S\aius/Commentary

Admitted patients to start See opening remarks - whilst aggregate

treatment within a maximum of 92.3 # 90.3 & 915 & 91.7 & 91.8 % 91.7 & 923 & | 90% Monthly QL;artIer achievement is "green" thus far, a period of planned
18 weeks from referral actua failure is expected in Q3

Non-admitted patients to start Quarter See opening remarks - whilst aggregate

treatment within a maximum of 96.9 # 96.3 # 95.7 & 96.1 & 96.6 & 959 & 96.1 & 95% Monthly actual achievement is "green" thus far, a period of planned
18 weeks from referral u failure is expected in Q3

Patients on incomplete non-

emergency pathways (yet to Quarter See opening remarks - whilst aggregate

start treatment) should have 953 & 945 & 938 #& 943 & 947 & 940 % 93.0 & 92% Monthly achievement is "green"” thus far, a period of planned

waited no more than 18 weeks actual failure is expected in Q3

from referral

Last SFT have provided an action plan to address gaps
Number of patients waiting 00% 504 40A 304 1 A 0 = 2 A O Monthly month in in process - effectiveness will be monitored across
more than 52 weeks the the next quarter

quarter g

Number of patients not treated
within 28 days of last minute 0.0#% 20 & 1.0& 504 Quarterly
elective cancellation

Quarter  This KPl is reported quarterly - no new update from
Actual last month.

. Daily . . . .
Urgent operations cancelled : This data is collected on a Provider basis. These
for a second time 0.0{ % 00 0.0 00/* 0} * 0] * O] |0 S\Lljiﬂzagr figures are for Stockport NHS Foundation Trust.
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Diagnostics - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional May Jun Jul Operational Collection Reporting

Indicator Q2 Qs a4 2014 2014|2014 Standard _ Frequency Period __ Status/Commentary

Patients waiting for a

diagnostic test should have Quarter
been waiting less than 6 99.7 & 99.7 & 99.6 & 98.9 A 99.3 % 995 % 994 & 99% Monthly actual
weeks from referral
A&E waits - Last Four Full Quarters Last Three Months
Name of NHS Constitutional May Jun Jul Operational Collection Reporting
Indicator ok oE e ek 2014 2014 2014 Standard  Frequency Period  Status/Commentary

Patients should be admitted,

transferred or discharged
within 4 hours of their arrival at 939 A 947 A 916 A 918 A 91.1 A 921 A 931 A 95% Weekly

an A&E department

Quarter It should be noted that the projected position for Q2
actual is achievement of this standard.

12 Hour Trolley waits in ASE 0.0 # 00 * 0.0 % 0.0 * 0% 0k 0% O et are for Stackpont NHS Foundation Truer.

Cancer waits - 2 week wait - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional May Jun Jul Operational Collection Reporting

Indicator Q2 2014 2014|2014 Standard Frequency Period _ Status Commentary

Maximum two-week wait for

first outpatient appointment for " " " " " " " o Quarter
patients referred urgently with 96.2 96.5 96.5 94.8 94.7 95.1 94.0 93% Monthly actual
suspected cancer by a GP

Maximum two-week wait for

first outpatient appointment for

patients referred urgently with " " & & " Quarter
breast symptoms (where 94.7 96.6 96.1 91.3 A 93.3 88.1 A 935 93% Monthly actual

cancer was not initially
suspected)
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Cancer waits - 31 days wait - Last Four Full Quarters Last Three Months

Name of NHS Constitutional Q2 Q3 Q4 al May Jun Jul Operational Collection Reporting
Indicator 2014 2014 2014 Standard | Frequency Period
Maximum one month (31-day)

wait from diagnosis to first Quarter
definitive treatment for all 98.9 w 973 & 986w 995« 100.0 | 99.1 & 955 A&| 96% Monthly actual
cancers

Maximum 31-day wait for Quarter
subsequent treatment where  100.0 # 100.0 & 98.7 & 98.2 & 947 % 100.0 & 93.3 & 94% Monthly actual
that treatment is surgery

Maximum 31-day wait for

subsequent treatment where o Quarter
that treatment is an anti- 100.0 # 100.0 * 100.0 # 100.0 * 100.0 # 100.0 # 100.0 * | 98% Monthly actual
cancer drug regimen

Maximum 31 day wait for

subsequent treatment where Quarter
the treatment is a course of 100.0 # 100.0 #* 100.0 #  100.0 * 100.0 # 100.0 # 100.0 *| 94% Monthly actual

radiotherapy

Last Three Months

Name of NHS Constitutional al May Jun Jul Operational Collection Reporting
Indicator 2014 2014 2014 Standard Frequency Period
Maximum two month (62-day)

wait from urgent GP referral to o Quarter
first definitive treatment for 90.4 & 808 A 834 A 836 A 815 A 823 A 863 & 85% Monthly actual
cancer

Maximum 62-day wait from

referral from an NHS Quarter
screening service to first 100.0 «# 882 A& 920 & 96.7 % 100.0 # 100.0 = 75.0 & 90% Monthly actual
definitive treatment for all

cancers

Maximum 62-day wait for first

definitive treatment following a Quarter
consultant's decision to 829 & 804 & 833 % 769 A 60.9 A 100.0 * 68.4 A| 80% Monthly actual

upgrade the priority of the
patient (all cancers)

Status / Commentary

Target missed by one patient - main Provider, SFT,
achieved 98.3% (1 breach). 3 of 5 breaches were at
UHSM. No proposed action at this stage.

14 of 15 patients treated within the 31 day
standard. No proposed action at this stage.

Details

Status / Commentary

6 of 8 patients treated within the 62 day standard, 7
of the 8 patients were treated by East Cheshire
Trust. No proposed action at this stage.

No National operational standard set. CCG standard
set internally.
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Category A ambulance calls - Last Four Full Quarters

Name of NHS Constitutional

Indicator

Category A calls resulting in
an emergency response
arriving within 8 minutes (Red

1)

Category A calls resulting in
an emergency response
arriving within 8 minutes (Red
2)

Category A calls resulting in
an ambulance arriving at the
scene within 19 minutes

Mixed Sex Accomodation Breaches - Last Four Full Quarters

Name of NHS Constitutional

Last Three Months Details
May Jun

2014 2014

Operational Collection Reporting

Standard Frequency | Period Status / Commentary

Please see comments at start of report. This area of
performance has been discussed at Q&P committee
and SRG. NWAS under significant pressure
primarily from level of vacancies but also increased
activity. Whilst the figure reported is for the North
West Stockport performance is comparable.

Quarter

755/ % actual

728 A 759 & 735 A 734 A 715 A 685 A 75% Monthly

Please see comments at start of report. This area of
performance has been discussed at Q&P committee
and SRG. NWAS under significant pressure
primarily from level of vacancies but also increased
activity. Whilst the figure reported is for the North
West Stockport performance is comparable.

Quarter

747 A T76.5 & actual

77.7 % 74.4 A 747 A 732 A 692 A| 75% Monthly

Please see comments at start of report. This area of
performance has been discussed at Q&P committee
and SRG. NWAS under significant pressure
primarily from level of vacancies but also increased
activity. Whilst the figure reported is for the North
West Stockport performance is comparable.

Quarter

95.4/ % actual

948 A 96.2 & 957 & 956 954 & 942 A 95% Monthly

Last Three Months Details

Operational Collection Reporting Status / Commentary

Indicator

Minimise breaches

Standard Frequency | Period
Quarter
0.0 1.04 104 0.0 * 0 * 0 * 0| O Monthly actual

Mental Health - Last Four Full Quarters Last Three Months

May Jun Jul Operational Collection Reporting

Name of NHS Constitutional
Indicator Q2 Q3 Q4 e

Care Programme Approach
(CPA) : the proportion of
people under adult mental
illness specialities on CPA
who were followed up within
seven days of discharge from
psychiatric inpatient care
during the period

Status / Commentary

2014 2014 2014 Standard Frequency Period

Quarter

97.5 % actual

95.6 & 942 A 912 A 95.0 # 88.9 A 100.0 | 95% Monthly
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Healthcare associated infection (HCAI) - Last Four Full Quarters Last Three Months

it Q2 Q3 Q4 Q1

Name of NHS Constitutional May Jun Jul Operational Collection Reporting
Indicator 2014 2014 2014 Standard  Frequency Period  otatus/Commentary
Incidence of healthcare The MRSA Incident from June which is third party
associated infection (HCAI) i) 1A 0 1 A 0 0 = 0 = 0% O Monthly  Monthly attributed has been removed from the CCG
MRSA dashboard.
Incidence of healthcare Whilst July is slightly above standard this is an
associated infection (HCAI) ii) 25 & 17 & 11 & 14 & 5(#% 3| & 9 A 74 Annual Annual annual target and the first quarter as a whole
C. Difficile indicates we are on track.

Key

Indicator RAG rating
# Green - Performance at or above the standard

A Red - Performance below the standard
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Statutory Duty and Resilience Compliance

Statutory Duty and Resilience - Last Four Full Quarters Last Three Months Details
Statutory Duty or Resilience Jun Jul Aug Operational Collection Reporting

Measure 2014 2014 2014 Standard _ Frequency Period __ Status/Commentary

Percentage of staff
undertaking mandatory 1G e- 100 * 90% Annual Annual
learning

2013-14 stats - the 2014-15 figures will be reported
to Governing Body monthly from January - March.

Percentage of Fols handled

within the legal timeframe 100.0 # 95.0 * 100.0 * 100.0 100 + 100 #« 100 *| 90% Monthly ~ Monthly
Percentage of staff working

with vulnerable people who o

have a confirmed up to date 885 A 885 A 885 A 88.5 A 100.0 # 100.0 & | 100% Quarterly Quarterly
DBS check

Number of negative reports

recieved from auditors 0| * 0% 0% 0% 0 * 0| % Oj* |0 Monthly  Monthly
Number of statutory 0 & 0l % 0 # 0l & 0 * 0 O#& 0 Monthly ~ Monthly

Governing Body roles vacant

Percentage of complaints Only 1 complaint was received in month which was

responded to within 25 80.0 # 850 % 750 A 689 A 600 A 80.0 4 00 A 80% Monthly ~ Monthly ~ omPlex involving a ;‘#g";’fr;?glﬁg’gfjgér‘ﬁgncy
working days

commissioned for managers.

Percentage of days lost to

sickness 2083 % 190 » 132 & 290 A 1.68 & 1.89 « 2.5% Monthly ~ Monthly
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Statutory Duty and Resilience - Last Four Full Quarters Last Three Months Details

Statutory Duty or Resilience Operational Collection Reporting
Measure Standard  Frequency Period

Status / Commentary

The calculation of this measure has changed from
Actual / Budgeted FTE to Substantive / Overall

Percentage of established Headcount. This is a measure of faimess. Changes
posts which are filled 839 A4 852 A4 842 A 816 A 80.8 A 806 &4 804 & 95% Monthly ~ Monthly  |in ESR completed in late September will improve
substantively this to about 95%. An additional measure recording

vacancies will be added for November.

Percentage of on call directors

up to date with EPRR training 100 + 100 100+ 100 & 100 #| 100% Annual Annual
Emergency Preparedness,
Resilience and Response Test Green #* Green # | Green #* Green # Green *| Green Annual Annual

Status
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Short to Medium Term Performance Risks

Performance Risks 2014/15
Directorate

NHS |

Stockport
Clinical Commissioning Group

PFO1 Workforce

PF02 Contracts

PF03 Provider
landscape

PF04 Demand
Management

PFO05 Regulation

PF06 Procurement

Description

Our providers have insufficient
capacity and capability (at a speciality
level)

The CCG's contracts are not robust,
current and/or signed

The CCG is not in control of new
entrants and leavers within its
providers

ED attendances / GP admissions are
above planned levels

The CCG's providers are non-
compliant with regulation and
guidance

The CCG's procurement processes do Chidgey,

not comply with legislation

Lead Q1 Q2 Q3 Q4 Horizon Events

Chidgey,
Mark

Chidgey,
Mark

Chidgey,
Mark

Roberts,
Roger

Chidgey,
Mark

Mark

Status / Commentary

There are 3 differing issues :

1. Business Continuity, managing impact of sickness and
vacancies has caused intermittent issues with RTT.

2. SFTsrisk register and SCCG issues log both reference
the high number of nursing vacancies in Medicine.

3. SFT has been unable to recruit to the required number
fo ED consultants for a significant time period.

All contracts now signed

Market entry and exit is complex. As a CCG we do not
carry a higher risk of this than other CCGs. Greater
Manchester CCGs are working to manage this collectively.

5.7% increase in attendance
13% decrease in GP admissions

Both SFT and UHSM have differing compliance issues
with Monitor. SCCG is working with SFT, Monitor and
NHSE on their specific issues.

NHS Stockport CCG is minimising this risk by buying in
specialised procurement expertise from GMCSU. This
mitigates risk on processes but not decision making in
choosing the process.

Plans for elective care and proactive care reforms are
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Performance Risks 2014/15

DIEHCIELO Qi Q2 Q3 Q4 Horizon Events Status / Commentary

Lead

Description

being co-produced with providers and include mitigating

actions to manage potential negative impacts on provider

performance. Activity reductions within providers are likely
— - - to impact on provider income however reforms aim to

The CCG's Service reforms negatively

PF07 Service impact our providers' ability to deliver

Jones,

Reform against performance standards Diane increase efficiency leading to improved performance and
reductions in providers costs should mitigate losses in
income.

The reconfiguration of providers
PF08 through Healthier Together and the ~ Mullins, _ _ _ |HT consultation . .
Reconfiguration South Sector partnership negatively  Gaynor Summer 2014 Consultation still underway.
impact performance
The CCG does not adequately . . L . L
PF09 Grip manage its providers against the ﬁ)ﬂgligey, _ _ _ ﬁfgﬂ%mgﬁ is limited but specialised advice is bought
performance standards ’
. , STF have shared QlAs on high level programmes. The
PF10 CIP Slgzgri?x Ida(i:rtsngozttixllr;prgvgrrrggivice Chidgey, A _ _ _ CCG is not assured as to how QIAs are carried out for the
deliver P 9 yup Mark impact of eg vacancy controls and more operational
y changes.
PF11 CCG The CCG fails to meet its statutory Rvlev. Tim _ _ _ Compliance checks and processes are now well
Compliance requirements for compliance yiey, embedded into work of the CCG and all staff are trained.
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Executive Summary

What decisions do you require of the Governing Body?

The Governing Body is requested to consider whether any of the issues
raised in this report require a higher level of escalation.

Please detail the key points of this report

e For Information —
o Review of Arriva
o NWAS CCG Complaints Review

e Issues
o Waiting times for follow up at SFT,
o lack of QIAs for CIP cost reduction programmes at SFT
o action plan for access to psychological therapies.

Attachments
Q&PM September Committee Minutes
Q&PM September Committee Issues Log

How does this link to the Annual Business Plan?

Improving the quality of commissioned services is a key strategic aim within
the CCG Annual Operational Plan.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Quiality & Provider Management Committee on 17 September 2014.

Clinical Executive Sponsor: Dr Cath Briggs

Presented by: Mark Chidgey

Meeting Date: 8 October 2014

Agenda item: 7b

Reason for being in Part 2 (if applicable)

Not applicable
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1.0 Quality & Provider Management Committee - September 2014

11

1.2

1.3

2.0
2.1

2.1.1

2.1.2

The September Committee meeting had a focus on PTS (Patient Transport
Service) and the NWAS Ambulance service, in accordance with the work
plan. These services are commissioned by NHS Blackpool CCG and the Lead
Commissioner attended the Committee. Governance and performance
management structures are in place to represent the interests of GM CCG
patients.

In respect of Arriva, the Provider of PTS, it was confirmed that a procurement
process has commenced for a new contract from April 2016. This will be on a
NW footprint but with a GM specification. It was noted that contractual
performance targets are now being met by Arriva. However quality can be
variable and patient expectations are for a more responsive service. The
Committee stressed the need to ensure that patient feedback and learning
from complaints is integral to re-specifying a new contract.

NWAS is achieving its CQUIN targets for reducing conveyances to A&E.

It has however experienced significant challenges in meeting performance
targets over the last few months and is operating at the highest escalation
levels. This is of concern both currently and entering winter months. It was
agreed that NWAS should be represented at Stockport’'s System Resilience
Group. It was noted that there appears to be limited reporting on quality
outcomes for the ambulance service. Work is underway to set commissioning
intentions for Greater Manchester CCGs for the service going forward with
more focus on outcome based performance targets.

Provider Quality Monitoring
Stockport Foundation Trust (SFT)

Issues are recorded on the Q&PM Issues Log attached (17September 2014).
There are three ‘Red’ rated issues:

e Out Patient Follow Up waits in cardiology, gastroenterology and
ophthalmology. The Trust has responded to a contract query with some
assurance that waiting lists are being managed.

e Access to timely appointments for psychological therapies. Waiting lists
are being managed. Updated report to Q&PC October meeting.

e CIP - Quality Impact Assessments have been received for the high level
Trust CIP programme. However these do not identify risks for cost
reduction programmes (CIP target of £12.9m in year). These have been
requested but not received.

CQUIN — Q1 CQUIN performance was reported. The majority of Q1
milestones have been achieved. Four CQUINSs required further evidence
to enable payment for Q1 for all SFT acute and community CQUINs. The
CQUIN for Dementia (identification and assessment of patients with
dementia on admission) was paid at 70%.
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2.2

221

2.2.2

2.2.3

224

2.3

2.3.1

2.3.2

2.3.3

2.4

3.0

3.1

3.1.1

Pennine Care/Mental Health

CPA 7-day follow —up — Pennine Care NHS Foundation Trust achieved the
monthly target for following people within 7 days who have been discharged
from in-patient care. The year to date position has improved from 91% to
94.8% (target is 95%).

Improving Access to psychological therapies (IAPT) - An action plan is in
place which focusses on improving the number of referrals, reducing waiting
times and increasing the number of people who enter treatment. To increase
referrals Pennine Care are now operating self-referral for IAPT, the promotion
for this will coincide with World Mental Health Day (10th October 2014).

The number of people entering treatment has improved with Pennine Care
achieving the set target for September. There has been some improvement in
the waiting times. People referred for step 2 can access treatment within 2
weeks from referral. Detailed work is taking place to better reflect and present
the waiting times for counselling and CBT (Step 3), however the longest wait
for step 3 is 15 weeks.

CQUIN — The evidence submitted for quarter 1 has been reviewed, rated and
there are no significant concerns re achievement.

Primary Care Providers (GP Practices)

The quality group met on 30th May. Dr Wild’s practice is now closed but the
rapid re-registration of patients has put pressure on the local practices who
are struggling to get the required information to understand and deliver
immediate care including repeat prescriptions. This has been raised with the
area team who are learning the lessons for the future.

Dr Travenan’s practice also closed due to his retirement on 30th May but this
was a more managed process over a longer time period.

The announcement of primary care co-commissioning by Simon Stevens
possibly offers an opportunity for the CCG to obtain wider information about
the quality of care in primary care and to have a more complete picture of the
system. This is currently under discussion and developments will be reported
as progress is made.

Care Homes with Nursing - Following a CQC report, the Council has
imposed a suspension of new placements on Cale Green.

Patient Safety
Safeguarding

The Committee was asked to endorse a revised process for monitoring
safeguarding systems and processes in Stockport mental health services
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3.1.2

3.1.3

3.14

3.2

3.21

3.2.2

3.2.3

3.3

3.3.1

3.3.2

provided by Pennine Care NHS FT. This process will ensure these services
receive the same scrutiny as our other main provider.

Following a domestic homicide the Committee was advised that a Domestic
Violence Homicide Review is to be undertaken. Services commissioned by
the CCG were providing services to one of the adults involved. The governing
body will be kept updated.

An audit into the quality of initial health assessments for Looked After Children
has been completed. The Committee has asked to be sighted on the full
report and action plan.

Safeguarding concerns have been raised in respect of an out of area provider.
The CCG has one adult placed there, who is not the subject of the concerns.
As the registration of this provider is being changed then an alternative
placement is being sought.

Serious incidents
8 serious incidents were reported on STEIS in August 2014:

e 1 C Diff — early indications are that the patient was clinically managed
appropriately.

e 6 community acquired pressure ulcer (grade 3/ 4). These may be
downgraded following investigation if the pressure ulcer is either found
to be non-service acquired or unavoidable.

e 1 hospital acquired pressure ulcer (grade 3/ 4).

For clarity, the status of the above is that they are issues notified on STEIS.
Only once investigation has been completed and signed off can the incidents
be considered as confirmed and implications assessed.

The CCG continues to work with the FT to gain assurances and close
outstanding incidents on STEIS. There remain 5 incidents from 2013/14 open
on STEIS where the CCG is awaiting further assurance on the outcomes of
investigations. One is pending Inquest and will be closed depending on the
outcome of the inquest.

Harm free care

Pressure ulcers: As previously reported, there had been a consistent
reduction in prevalence of pressure ulcers since September 2013 with ten
points well beneath 4% prevalence. August had an overall prevalence of
4.06% (Stockport acute and community), separated, this is 3% for the acute
trust and 5.3% for Stockport community. The Trust is currently meeting the
KPI target for pressure ulcer risk assessment and has just appointed a lead
for its Pressure ulcer reduction in Stockport project (PURIS).

Falls: All falls prevalence was 0.95% in August and has been reported below
the mean of 1.59% for four consecutive months. Falls with harm has risen
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3.3.3

3.34

3.4

3.4.1

3.4.2

3.4.3

4.0

4.1

4.2

4.3

5.0

5.1

5.2

above the mean of 0.5% to 0.6% in August. Work has commenced on the
falls CQUIN and the trust are currently meeting the KPI target for falls risk
assessment.

VTE: The prevalence of new VTEs was 0.6% in August, which is below the
mean of 0.62% for the fourth month.

Catheters with new UTI: Prevalence was 0.26% against an adjusted mean of
0.17% (from 0.39) in August.

Infection prevention

C-Difficile: The cumulative trajectory for April- July ‘14 is 30 cases, the health
Economy has 23 cumulative cases for this period and as such, year to date
are 7 cases below trajectory.

MRSA: There was one reported MRSA case for September which has been
attributed to another party through arbitration and as such so far the CCG will
have O cases attributed to them this year.

CPE: The acute trust had a CPE outbreak at the end of August on one of their
wards which comprised of 10 cases. Toolbox training sessions have occurred
on the ward, including the medical clinicians.

Clinical Effectiveness

NICE Compliance: Currently the trust has marked full compliance or the CCG
has received evidence for approximately 61% of the relevant clinical
guidelines and 40% of the relevant Quality Standards. A new process for
reporting and embedding NICE guidance within the acute trust commenced in
September, regular information meetings have been organised.

Mortality: The acute trust is within expected limits for SHIMI and HSMR
mortality data and is significantly below the North West and England average.

TIA update: TIA compliance for August 2014 was 8.3% against a target of
60%, discussions regarding weekend provision of TIA clinics have been held.
A new pathway has been proposed and implemented from the beginning of
September, awaiting further data regarding audit figures and new weekend
provision accessibility.

Patient Experience

The monthly patient experience report was reviewed with confirmation of the
further roll out of the Friends and Family Test. Results and comments are
reviewed by the Quality Team and concerns raised with the Trust.

The CCG's Commissioner Walk Round programme 14/15 was discussed.

This is now in its second year and the formal programme covers the main
Providers of commissioned services. Many visits this year will be
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6.1

unannounced. In addition the Quality Team will organise walk rounds in
response to specific quality concerns identified through the quality monitoring
process.

Stockport CCG Complaints Review

Since April 2014, the CCG has received 21 complaints and 20 MP letters
relating to commissioned services. These cover a range of issues relating to
thresholds, wait times and access to services and some where patients are
unable to navigate through the NHS. A breakdown of the types of complaints
is given below:
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Stockport CC Complaints & Concerns April to August 2014

Row labels

MP Query

Public

Total

Threshholds

Funding for further autism treatment
Funding for weight loss surgery
Funding for Gluten free food per month
CHC funding

Funding for varicose veins treatment
Funding for end of life training

Funding for further visits to Palliative care doctor
Access to drugs

Funding for pads

Funding for wheelchair

Meeting Standards/Expectations

N T

PR R R R R R R R R

Liver scan wait times

Access to drugs

Regent House wheelchair access

Patient Transport Services

Care at Stockport Foundation Trust and nursing home
Processes

N R R R R

NN R R R

CHC Process

Discharge from Orthotics

Choose & Book

Multi-diciplinary approach requested for patient
Clarification/Raising awareness

N

Choose & Book

Prescription of monitors & test strips for anti-coagulat
Public awareness of TIA

Information on cancer death rates.

Support for children with life limiting conditions
Access

N e R R

Ear syringing
Other organisations

10

14

Grand Total

20

21

41
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Compliance Checklist:

: Statutory and Local Policy
Documentation .
Requirement
. . . - . N/A
Cover sheet completed v Change in Financial Spend: Finance Section
below completed
page numbers v Service Changes: Public Consultation N/A
9 Completed and Reported in Document
. Service Changes: Approved Equality Impact N/A
Paragraph numbers in place Y Assessment Included as Appendix
2 Page Executive summary in place N/A Patient Level Data Impacted: Privacy Impact N/A
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & N/A
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment N/A
Completed and included
Any impact on staff: Consultation and EIA N/A
undertaken and demonstrable in document

Page 9 of 42





NHS

Stockport
Clinical Commissioning Group

Quality & Provider Management Committee

MINUTES of the meeting held on Wednesday 16 July 2014

09:00 - 11:10, Board Room, Floor 7, Regent House

Present:

(GMi) Gillian Miller, Quality & Commissioning Lead, NHS Stockport CCG

(JOC) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing
Body (Chair)

(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CCG

(SG) Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG

(SP) Susan Parker, Allied Health Professional

(SRW) Dr Simon Woodworth, GQ Quality Assurance Advisor, deputising for CB

(TS) Tony Stokes, Healthwatch representative

(VOS) Dr Vicci Owen-Smith, Clinical Director, Public Health

In attendance:

(GE) Gina Evans, Joint Commissioning Lead, NHS Stockport CCG

(RG) Rachel Grindrod, Contracts Manager, GMCSU

Apologies:

(AA) Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria

(CB) Dr Cath Briggs, Clinical Director for Quality & Provider Management, NHS
Stockport CCG

(KR) Karen Richardson, Nurse Lay Member of the Governing Body

Minute Taker:
(AN) Alison Newton, PA

MEETING GOVERNANCE

1. Apologies and declarations of interest Action

1.1 Apologies were received from AA, CB and KR. In the absence of KR, JC
would Chair the meeting.

1.2 The Chair invited members to declare their interests. There were no
declarations of interest in addition to those previously made and held on file by
AN.

2 Notification of items for Any Other Business Action

2.1 The Chair invited any other items of business to be discussed: VOS had one
item of business to discuss.

OPERATIONAL BUSINESS
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3 Minutes & actions from previous meeting (18 June 2014)

Action

3.1Minutes & actions:
The draft minutes of the meeting held on 18 June 2014 were approved as a correct
record with the following amendments:

e Item 4.3.3 & 4.3.4 KB reported on both these items not RG.

e Item 5.1.10 — Ophthalmology appointments: SP expressed her concern that
there could be serious consequences if patients do not receive a follow-up
appointment in a timely manner.

e Item 5.1.10 — Ophthalmology appointments: VOS expressed her deep
concern ...there may be a clinical risk to these patients.

A discussion ensued on whether the August meeting would be quorate due to a
number of apologies received. It was noted the meeting would be quorate and
should go ahead as SG would be presenting her annual Safeguarding Report.

3.2 Action log
Members were referred to the action log and briefed on the progress of the actions.
Action number:-

e 5.1.5 (26 March 14) Provider/Service Focus: GP Primary Care: Members to
receive an update on public health issues in three months (VOS). Due date:
August 2014. Remain on log.

e 6.1.13 (16 April 14) Issues Log: MC to write to CMFT (Central Manchester
University Hospitals Foundation Trust), cc Manchester CCG (Clinical
Commissioning Group) to seek assurance that Wet AMD (Age-related
Macular Degeneration) patients receive appointments at appropriate
intervals. MC reported that he had written to CMFT but had not received a
response. MC to send areminder. Remain on log.

e 5.1.3 (21 May 14) Issues Log (TIAs — Transient Ischaemic Attack): Update on
new model to be provided at the next meeting. MC reported that CB had
provided an update on this issue at the last Governing Body meeting (9 July
2014). MC would chase up the status of the plan and report back at the next
meeting when covering this item on the Issues Log. Action closed.

e 5111 (21 May 14) Issues Log (Access Policy for Ophthalmology): MC to
review the Access Policy for Ophthalmology and write to Stockport NHS
Foundation Trust (SNHSFT) with comments from the Committee. MC
reported that contract negotiations were on-going regarding follow-up
appointments; these negotiations could involve changes being made to the
Access Policy. MC recommended waiting for the action plan to be submitted
before reviewing the policy. Follow up appointments is included on the
issues log for the Committee and would be monitored via this format in the
future. Action closed.

TS joined the meeting (09:06am).

MC
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e 6.1.7 (21 May 14) SNHSFT Performance: RG to provide an update on
nutritional assessments target (MUST — Malnutrition Universal Screening
Tool). RG informed members that this issue had been discussed at the July
Quality & Performance meeting and also at the Community Contract meeting
in June. SNHSFT had stated that they are achieving over 90% (96%) for all
patients. GMi stated that there are two KPIs (Key Performance Indicators)
that relate to patients over 60 years old. SNHSFT reported 62% and 47%
against the MUST KPIs for inpatients over 60 years old in 2013/14. This
disparity seems to suggest a data collection issue during the audit process
rather than a performance issue. Sarah Williamson (Performance Manager)
had spoken to Christine Gidley (SNHSFT) who had commented that this is a
data collection issue; staff have to manually pull the records for these
patients and carry out the audit. The issue could be addressed by using the
automated process in place at SNHSFT that covers all patients. GMi
suggested changing the KPI and monitor the issue over 3 — 6 months and if
there are any further concerns, it should be brought back to the Committee.
SG questioned whether this KPI is included in the Community Contract and
was told "No’. GMi would raise this concern at a future meeting with
SNHSFT to ensure vulnerable patients in the community are monitored in the
same manner. Action closed.

GE joined the meeting (09:08 am).

e 10.1 (21 May 14) Any Other Business (SWMS - Specialist Weight
Management Service): MC to confirm SNHSFT decision making responsibility
and write to the Trust. MC informed the meeting that he had written to
SNHSFT. VOS is seeking clarification that she is not required at future
meetings and that SNHSFT has taken on the clinical risk decision making.
Members acknowledged that there could be a significant increase in the
number of referrals for this service following the announcement in the media
that NICE guidance recommends lowering the threshold for bariatric surgery.
Action closed.

e 4.1.3 (18Juneld) Quality Focus — Community Services: SP and Kayleigh
Buckley to meet to discuss Ophthalmology patients accessing wheelchair
services. Deadline 20 August 2014. Remain on log.

e 4.1.6 (18Juneld) Quality Focus — Community Services: RG to compare
figures on DNA (Did Not Attend) rates for paediatric continence service from
the previous year to see if they were comparable and update at the next
meeting. RG reported that DNA rates had not been previously broken down
by service but this question had been raised at the community contract
meeting in June. Action closed.

e 5.1.10 (18Juneld) Issues Log: Ophthalmology appointments: MC to speak to
Gaynor Mullins and ask her to write to SNHSFT formally to determine who is
managing the clinical risk and to seek their assurance that the service can
accept new referrals. MC had written to SNHSFT and awaited a response. It
was noted that this issue is included on the Issues Log for the Committee and
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could be removed from the action log. Action closed.

e 6.1.2 (18Juneld) SNHSFT Performance: Timely discharge of letters being
sent out (GPs had requested that SNHSFT move to 14-day prescribing to
alleviate this issue. A plan has been put in place by SNHSFT to address this
issue. Deadline: 17 September 2014. This action is included on the Issues
Log. Action closed.

Actions:
MC to send a reminder to CMFT regarding the issue of assurance on the
timely appointments for wet AMD patients (MC-20 August 2014)

This item was moved up the agenda

5 Issues Log

Action

5.1 Review Issues: Members reviewed the Issues Log:

5.1.1 Issue 1: ED Performance: MC reported that two clinical audits had been
completed; one of the audits had been validated and one would be validated the
following week. GMi requested that a summary report from these audits be
presented to the Q&PM (Quality & Provider Management Committee). Members
discussed the issue and agreed that it should remain on the log until assurance is
received from SNHSFT that the breaches in ED (Emergency Department) were
being managed. MC stated that significant issues were not reported to the CCG
(Clinical Commissioning Group). There had been patients kept in ED overnight —
this is not a good experience for the patient. The Chair questioned MC on where he
had obtained this information from. MC stated that national evidence states that a
patient kept in ED for over four hours, does not have a good experience. MC
explained that there is international evidence on patient experience when they stay
longer in ED. GMi added that friends and family scores for the ED were low. MC
commented that patient safety is not compromised but soft intelligence suggests
that targets are being missed. The Chair commented that if the evidence continues
to show that patient safety is not being compromised, despite the four hour
breaches, the focus for the Committee should be on issues that are of concern such
as cardiology and ophthalmology follow-ups. MC endorsed this view and
commented that further audits could be obtained but the Committee would not learn
any more than they know now. The Chair recommended that the issue remain on
the log as performance remains an issue but rather than seeking more assurance
on quality, focus on other issues. MC reported that SNHSFT are committed to their
phase 2 plan and the trajectory for implementing this plan is by the end of August;
this plan had been sighted and signed up to by SNHSFT Board and the Committee
should adhere to this trajectory. Remain on log.

5.1.2 Issue 2: Safeqguarding training: SG reported that neither children nor adults
were fully compliant but both were making steady progress. MC questioned
whether this issue could be removed from the log. SG asked the meeting to note
that the criteria for children’s safeguarding training had changed and had become
more stringent but it was likely that by the end of 2014, over 80% of staff would be
trained on all three levels. Progress on adult safeguarding training is monitored via
a KPI. Members acknowledged that the issue had been escalated at SNHSFT and
is being monitored closely. It was agreed that the issue be removed from the log on
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the understanding that SNHSFT will achieve 80% compliance and if this does not
happen, it would be added to the log again. Remove from the log.

5.1.3 Issue 3: TIAs (Transient Ischaemic Attack): MC stated that this issue would
remain on the log. Performance for March/April was 50% and for May 14/15%. The
Chair asked what was being done about this issue. MC informed the meeting that
the CCG Governing Body had challenged CB on this issue at the last meeting. CB
had reported at the meeting that other options were being considered, including
changing the pathway.

5.1.3.1 TS asked if there is any evidence that patients are being placed at risk by
arriving at SNHSFT having had a TIA and being sent home. VOS recommended
carrying out an audit of all patients that had a stroke to determine whether there was
any correlation between them having a stroke and being kept waiting for an
appointment at the TIA clinic. MC added that this audit would also need to consider
the DNAs (Did Not Attend) and determine whether the patient DNA due to them
having had a stroke. VOS commented that a clinician should be able to obtain this
information from the SHR (Stockport Health Record) and details of their last
consultation with a GP. SP supported these actions and stated that an audit could
also determine whether a delay in referral is an issue. The Chair recommended
checking with SNHSFT to see if they have undertaken a similar audit — it was
recognised that SNHSFT do not have access to the SHR therefore they would not
be able to undertake this particular audit.

5.1.3.2 The Chair acknowledged that there is a lot of working and discussions taking
place on this issue but it is important that the Committee gains assurance that there
are no delays in the pathway that could present a risk to patients. MC reported that
the Governing Body had requested a deep dive in to this issue to determine the
likelihood of a stroke if a patient presents with a TIA and does not receive a follow-
up appointment.

5.1.3.3 The Chair pointed out that a 48 hour delay is critical for a patient, notably if a
referral is made on a Friday. SG questioned the significant drop in performance for
May 2014. MC commented that he had not seen the breakdown of data for May but
speculated that the reduction in performance could be caused by the fluctuation of
patients, particularly if there were more referrals put forward on a Friday than in
previous months.

5.1.3.4 The Chair sought clarification on the number of patients involved. MC stated
that there are around 20 — 30 patients a month but 5 or 6 additional patients could
have a significant impact on performance. MC would ask CB and Sarah
Williamson to devise an audit linked to the SHR, of patients that had a stroke
to determine whether they had been kept waiting (MC-20 August 2014).
Remain on log.

5.1.4 Issue 4: Cardiology follow-ups and Issue 10: Ophthalmology appointments: It
was agreed that these issues would be combined into one issue; Gastroenterology
follow-ups would also be added to the same issue. MC informed the meeting that

he had written to SNHSFT with a contract query, including questions from previous
meetings: How many patients are affected? Who is the clinical lead for each area?

MC
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How is the clinical lead assured on safety issues? MC explained that following the
formal contract process, SNHSFT has a specified timescale to respond to queries.
MC would update the Committee on receipt of a formal response to his letter. MC
reported that he had received an update on patient numbers for each area
(glaucoma — 71, ophthalmology — reduced from 1860 to 1206, cardiology reduced
from 935 to 621and gastroenterology — reduced from 1485 to 1376) - progress is
being made. The Chair questioned whether these numbers related to all outpatient
follow-ups. MC reported that these numbers related to all outpatients waiting past
their due date and for some of these patients the delay may be two days but for
others it could be 52 weeks.

5.1.4.1 SP questioned whether clarification on numbers had been asked for just
these areas and was advised by MC that questions had been asked on all other
areas.

5.1.4.2 TS asked if staffing is an issue in any of the areas. MC requested that no
further action is taken by the Committee until a formal response has been received
from the Trust.

Action:

CB and Sarah Williamson to design an audit, linked to the SHR of patients that
had a stroke to determine whether they had been kept waiting (CB/SW-17
September 2014)

Members were referred back to item 4 on the agenda.

4 Quality Focus — Quality & Performance Report on Mental Health Services

Action

4.1 The Chair welcomed GE to the meeting. GE presented her report on Mental
Health Services and drew members’ attention to a number of points:

4.1.1 The CCG commissions a range of mental health services — Pennine Care
NHS Foundation Trust is its largest contract. This is a multi-lateral contract with
three other CCGs (Manchester, Cheshire and Wirral); Heywood, Middleton and
Rochdale CCG is the lead commissioner. Members noted the other contracts,
including the third sector such as the North West Centre for Eating Disorders and
Stockport Psychological Wellbeing Service.

4.1.2 Quality Indicators: GE explained that she does not receive the Quality
Indicators for Cheshire and Greater Manchester West NHS Foundation Trust.

4.1.3 Patient Safety: GE receives detailed reports based on Pennine Care’s
Integrated Governance Dashboard; these reports are discussed at monthly quality
group meetings. The Chair asked if they were chosen from an evidence base and
was told "Yes'.

4.1.4 Review of Serious Incidents: There is a process in place for reviewing all
STEIS (Strategic Executive Information System) reported incidents. The GMCSU
(Greater Manchester Commissioning Support Unit) Quality lead supports the CCG
in identifying trends and lessons learnt. A recent deep dive was undertaken on the
involvement of drug and alcohol in unexpected deaths; assurance was obtained that
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services are working closely together. GE commented that the main incidents
reported on STEIS are unexpected deaths, suicides/suspected suicides and
admissions. The Chair sought clarification on another key issue for Stockport — the
increase in admissions of under 18 year olds to adult wards. GE reported that this
is a national issue due to the increased number of referrals requiring tier 4
admissions. SG commented that these patients are provided with 1:1 care. GE
stated that the figures relate to 16/17 year olds and not 15 year olds being placed on
an adult ward. There had been a change in commissioning arrangements and this
has led to an increase in demand for tier 4 beds. It could be that a patient from the
south is placed in a tier 4 bed from the north due to current commissioning
arrangements. GE reported that NHSE (NHS England) were reviewing these
arrangements but nothing is likely to change in the immediate future and in the
meantime, this is a significant issue for a young person.

4.1.4.1 TS asked if there was any connection to children being locked up in police
cells. MC commented that the cases portrayed recently in the media related to
young adults being dealt with in the adult custodial system. TS added that it is
apparent that more work needs to take place to deal with young adults with mental
health issues that are placed in the police system. SRW explained that another
issue is that there is no other appropriate placement for these young adults and the
safest place for them is often in the police system. GE informed the meeting that
there is a Greater Manchester CQUIN (Commissioning for Quality & Innovation) in
place, in partnership with GMP (Greater Manchester Police). There are a lot of
pilots taking place including having a mental health nurse going out with police.
There is a six-weekly mental health liaison meeting held in Stockport with GMP.
There has also been an increase in the police using Section 136 of the Mental
Health Act (the police can take a person to a place of safety when in a public place
— a hospital or a police station, and keep them there for 72 hours whilst a mental
health assessment is undertaken). GE pointed out that a police officer would
remain with the young person if they were detained under this section therefore
there is a further impact on police resources — it is hoped that the CQUIN with GMP
would address this issue. SRW asked what the rate of reporting is for Stockport
compared to other areas. GE would forward the dashboard with this
information on.

4.1.5 Safeguarding Incident: There is limited reporting from Pennine Care. To
address this issue, it has been proposed to establish a task and finish group
involving designated safeguarding leads.

4.1.6 Clinical Effectiveness: GE commented that nationally, there are limited KPIs
for mental health but there has been more work undertaken to raise the profile of
mental health in the same manner as physical health (parity of esteem). One of the
key issues is the proportion of people who DNA (Did Not Attend) psychiatric out-
patient appointments. Pennine Care has introduced a SMS text pilot (text reminder
of appointment) to address the issue — this service has worked well within the
substance misuse services. There is a low DNA rate for older people but this is
because they are seen and assessed in their own homes. The DNA rate for
CAMHS (Child & Adolescent Mental Health Services) is not significant (16% for new
and 12% for follow-up) but it remains an area of concern for adults. There had also
been some variation in the delivery of CPA (Care Programme Approach) 7-day

GE
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follow-up; Stockport had met this target for the previous year.

4.1.6.1 GE circulated a paper: Appendix 1 — Improving Access to Psychological
Therapies (IAPT). This area is included on the Issue Log for the Committee.

4.1.7 Patient Experience: The FFT (Friends & Family Test) is part of the national
CQUIN. GE informed the meeting that Pennine Care uses "Elephant Kiosks’ in both
in-patient and out-patient settings. A questionnaire had been designed by staff,
service users and carers but there remained a low response rate. Members were
asked to note that Greater Manchester West and Manchester use the FFT. The
Chair asked how complaints are measured. GE responded that complaints are
measured via CQC (Care Quality Commission) patient surveys; Pennine Care rank
average. SRW commented that he receives variable comments about the service —
it is not unsafe but it is average. GE pointed out that patients provide positive
feedback on the IAPTs but only when they are able to access the service and there
is a wait for the service. The main issue is managing expectations for patients and
carers as there is no support once they are discharged from the service. The Chair
asked if the concerns of these carers are flagged within the system. SRW added to
this comment that currently, there is no discussion with the carer about what will
happen with the patient once they are discharged. GE responded that Signpost for
Carers in Stockport provides a support for carers and there is also Training with
care that needs to be rolled out.

4.1.7.1 GE made members aware that the number of complaints for mental health
services is not high. Carers will use the PALS (Patient Advice and Liaison Service)
at Pennine Care for support. The Chair asked if the data from PALS is shared; GE
advised the meeting that she only sees the data concerning complaints from the
service.

4.1.7.2 MC reported that the CCG has started a piece of work with Pennine Care,
looking at their spend and it was noted that Stockport is identified as an outlier for
the number of older people using the service (45%) — this is higher than expected.
MC added that a benchmarking exercise has been undertaken to identify the
variations in spend; this exercise has been going on for six months. Areas under
discussion include: areas for improvement, CIP (Cost Improvement Programme)
and areas of best practice.

4.1.7.3 GE informed the meeting that there is consultation underway on the Interim
Guidance published Implementing patients’ right to choose any clinically appropriate
provider of mental health services, due to end on 13 August 2014.

4.1.8. MC drew members’ attention back to the document circulated at the meeting,
Appendix One and asked that this be included on the next agenda for discussion.
AN to add the agenda.

4.1.9 MC commented that the service model mapped to patients had been shown to
work to improve the adult DNA rate and sought clarification as to whether it is about
getting the patient to comply with the model or the model to be mapped around the
patient. GE responded that the outcome from the SMS text pilot for substance
misuse services had been the best model for adults but not for children as some of

AN
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the children have very complex needs therefore this model would need to be
considered further for different cohorts of patients.

4.1.10 GMi asked whether there were better outcomes (quality of care) for patients
with mental health in Stockport. GE responded that some of the outcomes were
positive, such as social inclusion (access to work, settled accommodation, higher
functioning in society). VOS briefed members on recent profile information for
community patient with severe and complex mental health issues.

4.1.11 The Chair asked members if they were assured that the CCG commissions a
high quality mental health system as the evidence seems to state that it is an
average service. GE acknowledged that the service is variable — good reports are
received from the early intervention team but others areas receive average reports.
GE reported that there had been positive feedback to CMFT (Central Manchester
Foundation Trust) re-designing their wards for the benefit of patients. The Chair
acknowledged that there is not enough funding in mental health to address all the
issues.

4.1.12 MC referred back to the comment on parity of esteem (4.1.6) and stated that
funding would be increased year on year targeted at specific areas including IAPTS,
CAMHS and dementia.

4.1.13 VOS requested a further discussion on NICE compliance at Pennine Care FT
to determine where they were compliant and not compliant; GE and VOS would
discuss this issue outside of this meeting.

4.1.14 TS questioned what average actually means as it would depend upon which
area Pennine Care FT is compared with as to whether it can be judged average or
not. GE responded to TS that Pennine Care FT is benchmarked against other
Trusts and is very similar to Bury and Trafford.

4.1.15 The Chair supported MCs proposal to include IAPTs as an item on the next
agenda and requested that this area be monitored on a regular basis. The Chair
commented that it is recognised that the CCG commissions an average service but
this needs to be countered with the parity of funding compared to acute services.
Members agreed that they were assured that quality issues for mental health
services commissioned by the CCG were being monitored but commissioning
remained an issue for the Committee to consider in future years.

Actions:
i. GE to forward the mental health dashboard to committee members; AN
to circulate (GE/AN20Aug14).
ii. Include Appendix One — IAPTs on the next agenda — (AN 20Aug14)
iii.  GE & VOS to meet to discuss NICE compliance at Pennine Care FT
(VOS 18Sep14)

Members were referred back to item 5 on the agenda.

VOS

GE

AN
VOS

S Issues Log

Action
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5.1 Review Issues:

5.1.5 Issue 5: Access to timely appointments for psychological therapies. The
service is on target for achieving the trajectory for counselling but not for CBT
(Cognitive Behavioural Therapy) or psychological well-being. MC referred the
meeting to the action plan (attached to Appendix 1), circulated at the meeting. MC
pointed out that this area will not be able to achieve its trajectory without procuring
additional capacity. The changes to the system (choice of provider) will mean that
the way the CCG commissions mental health services will need to change in the
future. GE informed the meeting that performance across the whole of Greater
Manchester is being reviewed against national IAPTs. The CCG is working with
Pennine care on this desk-top review; members would be updated on the outcome
of this review at a later meeting. The Chair referred to the action plan and was
assured that work is on-going to address this issue. Remain on log.

The Chair thanked GE for her attendance and contributions. GE left the meeting
(10:20 am).

5.1.6 Issue 6: Timely referrals within speech and language therapy. MC reported
that the trajectory showed planned waiting list reductions apart from the school
based service. This would be discussed at a contract meeting later that day.
Remain on log (school based service).

5.1.7 Issue 7: PTS (Patient Transport Service) Performance. Performance
continues to improve; the target had almost been reached. GMi pointed out that
responses from the FFT indicated that patients/carers remained dissatisfied with the
service as they expected to arrive for their appointments in time. MC reported that
the service is on trajectory to achieve its targets and the KPIs were being met. The
issue regarding patients being late for appointments is a contractual issue. The
timings within the contract allow for a 15-minute delay on arrival and a 90 minute
delay for pick up therefore the contract would need reviewing when it is up for
renewal. Members were reminded that NHS Blackpool CCG is the lead
commissioners for this service. GMi informed the meeting that regular tri-party
meetings are held and breaches in timings are discussed at these meetings.
Members acknowledged that the issue is being monitored closely therefore it could
be removed from the log. Remove from log.

5.1.8 Issue 8: CIP. Members noted that the CIP target for 2014/15 is very
significant. MC reported that whilst assurance had been verbalised on processes
and governance, the CCG had not seen received the plans therefore they could not
be signed off. The issue had been raised at contract meetings and through
correspondence. Remain on log.

5.1.9 Issue 9: Dementia assessment. It was noted that Q1 (Quarter 1) assessment
had fallen to 30% (as included within the Integrated Board Report); Q4 had nearly
met the FAIR assessment target (90%) but until the full quarter had been reviewed,
the issue should remain on the log. A dementia carers’ survey showed significant
room for improvement. RG pointed out that the staff member responsible for this
area had now left the Trust. Remain on log.
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5.1.10 Issue 10: Ophthalmoloqgy appointments. As covered under item 5.1.4

5.1.11 Issue 11: Vacancies in the Medicines Division. GM reported that there
remain staffing vacancies and the CCG has not received assurance that this will
change in the near future. Remain on log.

5.1.12 Issue 12: Specialist Weight Management Service (SWMS): MC informed the
meeting that he had prepared sent a letter to the Trust to seek clarity on the
provision of the SWMS. This issue would remain on the log until clarity on provision
of the service has been received. Remain on log.

5.1.13 Issue 13: Timely discharge letters: MC reported that they had received a
trajectory from the Trust of achieving a performance target of 95% by December
2014. GMi stated that there is a quality impact for patients — GPs are being asked
to prescribe a treatment of drugs without seeing the full discharge notes from
SNHSFT. SRW reinforced this comment stating that the GP is not always told that
one of their patients has been in hospital or has been discharged. The only way
that they could find out the information is by logging in to a portal every time, taking
them away from another duty. The Chair questioned whether the item should
remain on the log. MC reported that there are on-going discussions taking place as
to when this action plan would be implemented therefore the issue should remain on
the log. Remain on log.

6 SNHSFT Performance

Action

6.1 SNHSFT: Dashboard
i. RG drew members’ attention the fact that there are new patient safety
indicators on the dashboard.

ii.  SNHSFT has reported 96% safe staffing levels — it was acknowledged that
some wards breached this figure.

iii. RG reported that the CCG contract query as listed under item 21 on the
dashboard has been submitted.

iv.  GMi pointed out that item 14 (complaints) is still red. GMi asked TS if
Healthwatch has received a response from their letter to SNHSFT (circulated
with the papers) and was told 'No’, a response has not been received but this
issue would be followed up.

v. MC drew members’ attention to the fact that the CDiff target is at 50% for the
trajectory for the year (planned for 29 cases and had reached 15 cases).

vi.  The Chair sought clarification on the Never Event (item 6) and requested that
the wording is amended to reflect the fact that Q&PM Committee had
received notification on the issue but had not reviewed the report: RG to
amend.

6.1.1National cardiac arrest audit
i.  Members were referred to a sheet, circulated with the papers, providing a
snhapshot of the national cardiac arrest audit summary for SNHSFT.
Members noted the statistics including:
o There were 121 222 calls; 84 patients were attended by the crash

team. SRW questioned why only 84 patients were attended.
Members requested a copy of the full audit report. GMi to circulate
the report.

GMi
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o 93.9% are dead at discharge — MC queried whether this figure is
linked to the DNR (Do Not Resuscitate) Policy — members would need
to see the full report before this query could be considered.

6. ZSNHSFT Quality Report:

Members commented that the new format is more visual and informative.
VOS asked why outpatient follow-up is not included within the report. MC
explained that SNHSFT has different areas of focus to the CCG and a
decision has been taken at their Board meeting to change their committee
structure to focus on key issues. The Chair asked if the Board would see
sight of these committee minutes and was informed by MC that they would
be included within their Board report.

It was noted that it is a huge report to read; GMi drew members’ attention to
the minutes and the performance dashboard and asked the meeting to give
consideration to these reports.

6.3CQUIN - C4 CQUIN:

RG highlighted the headline figures — the document shows what indicators
SNHSFT meets and those that they don’'t meet, all RAG (Red, Amber, Green)
rated.

Good progress is being made with LTC (long term conditions) such as COPD
(chronic obstructive pulmonary disease) but the targets for the safety
thermometer had not been reached.

There had been a huge focus on reducing avoidable alcohol abuse.

The breastfeeding indicator is a very challenging target.

The results showed 79% achieved in acute and 71% in community. MC had
written to Judith Morris (Director of Nursing and Midwifery) with the figures;
SNHSFT had confirmed the figures.

6. 4 Provider Exception Report — SFT June 2014

Members noted the SNHSFT Exception Report for June 2014. SP referred to
page 5 of the report (Timely discharge letters) and flagged up the point that
discharge letters are still not being reported to GPs and asked that the
Committee be mindful of this issue. The timely discharge of letters would
remain on the Committee’s Issues Log until actions had been implemented.
SP pointed out that some of the major issues for SNHSFT are not included
within the report (such as the delay in follow-up appointments). MC
explained that the information contained within this Exception Report is
based on contracts and national KPIs — there is no KPI in place for out-
patient follow-up but this would be included in the following year.

Action:
Circulate a copy of the full cardiac arrest report to all members (GM-20Aug14) GM
7 Patient Safety Action

7. 1 Safeguarding: Exception Report

SG reported that there had been progress within uptake on safeguarding
training. A new Deputy Director of Nursing and Midwifery has been
appointed, Tyrone Roberts. Tyrone would be working with the CCG
safeguarding team on the assurance process.
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ii.  MC questioned whether there had been any change in attitudes following the
national requirement to train staff on PREVENT (protecting against terrorism).
SG informed the meeting that is has got a profile at SNHSFT but they were
experiencing difficulties in meeting the requirement. There is a very specific
train the trainers course which has to be undertaken but staff have been
unable to access places on this course. The issue has been escalated to the
regional PREVENT Coordinator.

7.2 Serious incidents:
i.  GMireported that CB will be chairing a monthly meeting at SNHSFT to
discuss all serious incidents.

7.2.1 Care Home Incident:
i.  As reported within the Safeguarding Exception Report; the issue would not
be pursued.

7.3 Infection Control:

i.  An update is provided within the Quality Report (12.1). Members were asked
to note that since the report had been written, there had been one case of
MRSA (Meticillin-resitant Staphylococcus Aureus).

ii.  GMireported that SNHSFT has completed a risk assessment against the
new CPE (Carbapenemase Producing Enterobacteriaceae) threat.

8 Clinical Effectiveness Action
8.1 Mortality Report (Quarterly):
VOS referred the report (copies distributed at the previous meeting) and referred to
chart 17, NEL FCEs with an R Code as the primary diagnosis of the last Episode —
patient died. VOS stated that she would like to discuss this issue with Dr James
Catania (Medical Director, SNHSFT) to determine whether these results were due to
a coding issue or a clinical issue. There is also an outstanding report on epilepsy.
VOS would speak to Dr Catania on these issues.
Action: VOS to speak to Dr James Catania regarding the data contained within VOS
chart 17 of the Mortality Report (VOS — 20 August 2014)
9 Patient Experience Action
9.1 CCG Patient Experience Report:
GMi informed the meeting that she would be meeting with TS to discuss the way
forward for the CCG P.E.S (Patient Experience Surveillance) Group. There is a
distinct overlap between this meeting and Healthwatch meetings therefore
consideration is being given to merging the meetings; members would be updated
at a later meeting.
10 Other Action
10.1 SNHSFT CIP update for 14/15: As covered under item 5.1.8.
Action

11 Any Other Business

11.1 Safe Staffing:
The Chair pointed out that SNHSFT has a duty to publish staffing compliance — the
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information could be found on their website www.stockport.nhs.uk.

11.2 Infection Control and Prevention in nursing homes:

VOS raised members’ awareness to a recent audit undertaken for nursing
homes. The results from the audit indicated a significant infection control
risk:

Staff competence — 17% compliance
Hand-washing — 42% compliance

Bare arms — 42% compliance

Nail s — 42% compliance

Up-to-date training to insert catheters — 42%

© O O O O

VOS reported that Sarah Turner's (Senior Health Protection Nurse, SMBC)
team would be offering training to all nursing homes and those that do not
take up the offer would be followed up.

VOS suggesting asking Terry Dafter (Director of Adult Social Care, SMBC),
Dr Ranjit Gill (Chief Clinical Officer, NHS Stockport CCG) and Dr Steve
Watkins (Director of Public Health) to write to all nursing homes to encourage
them to take up the offer of training. MC commented that the assessment of
quality of care in nursing homes is already undertaken by the CCG and
SMBC. VOS commented that it is important that this committee has an
oversight of this data. MC acknowledged these comments and thanked VOS
for bringing it to the Committee’s attention.

12 Reports To Note Action
12.1 CCG Governing Body Quality Report:
12.2 Non-Acute Trust Provider Report:
12.3 Healthwatch letter to SNHSFT:
Members received and noted the above reports.
Action

Meeting Governance

13. Date, time and venue of next meeting:

Wednesday 20 August 2014
09:00 — 11:00
Board Room, floor 7, Regent House
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NHS

Stockport
Clinical Commissioning Group

Quality & Provider Management Committee

DRAFT MINUTES of the meeting held on Wednesday 17 September 2014

09:00 — 11:30, Board Room, Floor 7, Regent House

Present:
(AA) Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria
(CB) Dr Cath Briggs, Clinical Director for Quality & Provider Management,
NHS Stockport
CCG
(GMi) Gillian Miller, Quality & Commissioning Lead, NHS Stockport CCG
Jo) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG
Governing Body
(KR) Karen Richardson, Nurse Lay Member of the Governing Body (Chair)
(MC) Mark Chidgey, Director of Quality & Provider Management, NHS
Stockport CCG
(SG) Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG
(SP) Susan Parker, Allied Health Professional
(TS) Tony Stokes, Healthwatch representative

In attendance:

(RG) Rachel Grindrod, Contracts Manager, GMCSU

(SS) Sue Sutton, Interim Associate Director of Ambulance Commissioning,
NHS Blackpool CCG

Apologies:
(VOS) Dr Vicci Owen-Smith, Clinical Director, Public Health

For early departure:
(SG) Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG
Jo) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG

Minute Taker:
(AN) Alison Newton, PA, NHS Stockport CCG

MEETING GOVERNANCE

2. Apologies and declarations of interest Action

2.1 Apologies were received from VOS and for early departure from JC (11:00) and
SG (following her presentation).

2.2 The Chair invited members to declare their interests. There were no further
declarations of interest in addition to those previously made and held on file by
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the Secretary to the Committee.

2 Notification of items for Any Other Business

Action

2.1 The Chair invited any other items of business to be discussed: JC had one item
of business to discuss — the Board to Board meeting.

OPERATIONAL BUSINESS

5 Minutes & actions from previous meeting (20 August 2014)

Action

5.1Minutes & actions:

The draft minutes of the meeting held on 20 August 2014 were approved as a
correct record. MC reiterated that the minutes are a public record as they are
included within the Quality Report presented to the Governing Body.

3.2 Action log
Members were referred to the action log and briefed on the progress of the actions.
Action number:-

e 6.1.13 (16 April 14) Issues Log: MC to write to CMFT (Central Manchester
University Hospitals Foundation Trust), cc Manchester CCG (Clinical
Commissioning Group) to seek assurance that Wet AMD (Age-related
Macular Degeneration) patients receive appointments at appropriate
intervals. MC reported that he had written to CMFT and had received a
response. Members discussed the response. The response provided
assurance for first appointments but not for follow-up appointments. MC has
written a further letter to CMFT requesting clarification times for follow-up
appointments for Wet AMD and glaucoma patients. SP pointed out that
glaucoma patients often leave their first appointment without knowing when
their next appointmentis. New action to be added to the log.

e 513 (21 May 14) Issues Log (TIAs — Transient Ischaemic Attack): CB
reported that she had met with the lead consultant at the Trust the previous
week.. The Trust is undertaking an audit, due to end on 1 October 2014.
One area that is being considered is coding — to ensure that the mechanism
for coding is fair and accurate. CB would update members on the outcome of
this audit at the next meeting. New action to be added to the log.

e 8.1 (16 July 14) Clinical Effectiveness — Mortality Report: VOS to speak to Dr
James Catania regarding the data contained within chart 17 of the Mortality
Report. VOS has contacted Dr Catania and awaits receipt of a report.
Remain on log.

e 3.1.1 (20 August 14) Matters arising — IAPT paper: MC to bring a report to the
September meeting following a review of the Action Plan. Item deferred to
the October meeting. Remain on log.

e 4.1.4 (20 August 14) Quality Focus — Maternity & Acute Paediatrics: GMi to
ensure there is a process for forwarding reports from Maternity Board to

MC

CB
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Q&PM Committee. GMi has spoken to Sarah Smith and agreed to send
incident reports to her as secretary to the Maternity Board. MC informed
members that Dr Johari has stepped down as Chair of Maternity Board and
there is no identified replacement to take on this role. A discussion has taken
place and it has been noted that there is no capacity within the CCG to cover
this role. MC pointed out that a further discussion will take place at the
Weekly Directors meeting (22 September 2014) to discuss this issue further.
JC questioned why the group was set up. CB explained that when the CCG
was formed, the Clinical Boards were in existence and remained part of the
quality and performance monitoring. MC would update members on the
outcome of the discussion held at Weekly Directors at the next meeting. New
action to be added to the log.

e 6.1 (20 August 14) SNHSFT Dashboard — August: RG to set up a working
group to review the indicators contained on the Dashboard. RG explained
that due to the difficulties in finding time in diaries, a working group has not
been set up. However, AA has volunteered to work with RG and CB and
review the dashboard from a GP perspective, although he expressed he had
no expertise in this area.. CB, AA and RG to meet to discuss the best way of
moving forward this issue. New action to be added to the log.

e 7.1.3 (20 August 14) Patient Safety — Augustl4 Provider Compliance: MC
and SG to meet to discuss any required updates to draft safeguarding report.
The Annual Safeguarding Report was presented to Governing Body on 10
September 2014. Action Closed.

e 7.1.4 (20 August 14) Safequarding Exception Report: MC to write to SFT to
request specific information to establish the position regarding supervision
sessions for midwives. MC received an email with a response following the
meeting. SG has provided an update within her monthly Exception Report
(tem 6.1). Action Closed.

e 10.1 (20 August 14) Any Other Business - Pennine Care: MC to raise the
issue with the Joint Commissioning manager, regarding patients disillusioned
by changes in ward round dates on the Arden and Norbury wards. MC has
spoken to Gina Evans on the issue; Gina Evans has responded to
Healthwatch. Action Closed.

e 10.3 (20 August 14) Any Other Business — Letter from Healthwatch: Re: flu
immunisation programme — concern on community pharmacists offering the
service at same safety level as GPs. MC to discuss with Dr Viren Mehta.
Item deferred to the next meeting. Remain on log.

The Committee noted the updates.

MC

CB, RG,
AA

This item was moved up the agenda

6 Patient Safety — Safeguarding

Action

6.1 Safeguarding: SG referred to her monthly Exception Report and highlighted a
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number of points:

Pennine Care: It has been acknowledged that there needs to be a focus on
Pennine Care in a similar way as the CCGs other main provider, SFT
(Stockport Foundation Trust).

o An audit tool has been issued, to provide local information, relevant for
the CCG; the audit would be issued to Pennine in October and
returned in December. SG would update the meeting on the outcome
of the audit at the January meeting.

o Gaps have been identified; these have been included in a letter to
Pennine Care, Sue Savage (HMR Commissioner) has signed the
letter.

o A new Safeguarding Lead has been appointed at Pennine Care — lan
Trodden.

Members endorsed the process to receive information from Pennine
Care, specific to Stockport rather than from a Greater Manchester
perspective.

Midwifery Supervision: The CCG received updated information following the
last meeting of the Committee; the data indicated an improvement in uptake.
o A new named midwife has taken up post and an additional six

midwives have been trained to facilitate supervision sessions. SG
advised the meeting that she would contact the new named midwife to
ensure the process is followed.

Members endorsed the process for receiving regular data on midwifery

supervision

Domestic Homicide: SG informed members that a panel hearing would take
place on 6 October 2014 to determine whether a Domestic Homicide Review
needs to take place; if a review needs to take place, there would be some
involvement for the CCG.

Members noted the information.

Out of Area Mental Health Placement: SG briefed the meeting on discussions
taking place regarding a Mental Health Provider where the CCG has placed
an adult.

Members noted the information.

Looked After Children (LAC): The Designated Nurse for Looked After
Children and other professionals have carried out an audit on the quality of
initial health assessments. The outcomes following the audit were positive
with a number of recommendations. SG asked members if they would like to
see sight of the full report and action plan or just the action plan. JC stated
that LAC is a focus for Ofsted but the Committee still needs to gain
assurance on the process. Members requested sight of the full report and
action plan; SG to circulate.

6.1.1 Feedback from Governing Body: SG updated members on questions asked
at Governing Body, including:

SG

SG
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o LAC and Care leavers — SG reminded members that these areas are a
statutory responsibility.

o Gap in mental health services for care leavers. Members acknowledged that
there was a gap in provision; RG requested that this gap in provision be
mapped and be brought back to the Committee before being submitted to the
Governing Body.

o MC questioned whether the assurance that 100% of children had Care Plans
in place extended to the quality/standard of the care plans. SG confirmed
this. MC asked how many have Care Plans in place. SG advised the
meeting that there are over 300 in place, monitored through KPIs (Key
Performance Indicators) and explained that over 5’s are assessed once a
year and under 5’s are assessed twice a year by the LA (Local Authority),
when requested. MC questioned SG as to whether she is assured that when
requests are submitted, assessments are undertaken; SG confirmed that she
is assured that when a request is submitted, an assessment is undertaken
efficiently.

o SG informed the meeting that the Integrated LAC Board is accountable for
these assessments and there had been significant progress on this agenda;
Jane Hancock and the lead from the Trust were both on this Board.

o MC questioned SG as to whether she received sufficient insight into the
safeguarding process at Pennine Care. SG commented that she has not
received the formal sign off for the process but an annual audit against
standards is included in the safeguarding contract for Pennine Care. SG
briefed members on the findings for the audit and stated that she needs data
on a local level rather than a Greater Manchester level.

o The Chair asked SG if the Committee could do anything to support this work.
SG reminded members of her earlier judgement (6.1) that Pennine Care is
scrutinised in the same manner as the CCGs other main Provider, SFT. SG
would update members at the next meeting if any additional information was
obtained for Pennine Care.

There were no further questions for SG. SG conveyed her apologies and left the
meeting to attend a safeguarding board meeting.

TS and Sue Sutton in attendance (09:30 am).

Members were referred back to item 4 on the agenda.

SG

6 Service Focus — PTS /111 /NWAS

Action

4.1 PTS /111 / NWAS: GMi welcomed Sue Sutton (SS) the Lead Commissioner for
NWAS and Arriva to the meeting and asked members to introduce themselves. GMi
reminded members that NWAS, Arriva PTS (Patient Transport Services) and 111
emergency and urgent care services were included on the Q&PM workplan. Sue
had been invited to the meeting to give members an opportunity to review the
services provided by NWAS & Arriva. Healthwatch has reported previously on
patient experiences of Arriva. GMi pointed out that Arriva has received very low
patient experience scores from Stockport patients. It has also been acknowledged
that NWAS are experiencing a number of challenges to performance figures; GMi
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highlighted the fact that the Committee is has limited sight of quality outcomes for
NWAS performance. GMi invited SS to brief the meeting on current issues.

4.1.1 SS advised the meeting that the 111 service is a separate commissioning
team based in Blackpool and the Committee could receive an update, at a later
meeting.

4.1.2 Governance: Quality: SS informed the meeting that NWAS host a bi-monthly
guality committee, chaired by the Chief Nurse for Blackpool CCG, Helen Skerritt and
there is an agreed flow of information.

4.1.3 PTS: GMi is represented on the GM Arriva Quality Group. Musa Nagvi is the
Stockport representative for the GM commissioning/performance meetings for Arrive
and NWAs and these meetings are chaired by lan Mello (Head of Commissioning
and Provider Management, NHS Heywood, Middleton & Rochdale CCG). Musa
Naqvi (NHS Stockport CCG also chairs the sub-group for the re-procurement of the
PTS service.

4.1.4 Contracts: A substantial amount of money has been allocated for the CQUIN
scheme to support the reduction of conveyance to A & E; NWAS hold the largest
portion of this tariff and are on trajectory to achieve i.e. not to convey where
appropriate. SS pointed out that NWAS is facing significant challenges in meeting
its performance targets and is currently placed on REAP level 4 due to a 10%
increase in activity in comparison to the same period last year. Operating at this
level means that all non-necessary training, meetings and leave has been put on
hold. Blackpool CCG continues to support NWAS to achieve the targets but it was
recognised that an increase in activity would impact on quality of the service.

415 SS reported that Arriva hold the contract for PTS and are meeting
performance and quality targets.. Discussions have commenced with urgent care
leads (Association of Governance Group and Strategy Partnership Board) on the re-
procurement of the service. This will be a North West procurement with a GM
specification to ensure the service meets the needs of each locality. GMi
highlighted the importance of having a named local representative involved in these
discussions.

4.1.6 SS advised members of a NWAS Commissioning Intentions Event taking
place on 30 October 2014 at Bolton Whites from 13:00 — 17:00; this Event is open to
all relevant stakeholders.

4.1.7 MC questioned whether there is a plan in place for progress in patient safety
and clinical effectiveness for NWAS. SS responded that these areas are monitored
via the bi-monthly quality committee chaired by Helen Skerritt (Chief Nurse) — all
quality reports for NWAS are considered at these meetings. Patient Safety and
Clinical Effectiveness are also monitored through STEIS (Strategic Executive
Information System) reports and complaints and reported back to the Committee.
SS added that the minutes from these Committee meetings are shared at a monthly
contract meeting. SS asked if Stockport CCG receives these papers and was told
“No”.
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4.1.8 GMi pointed out that the CCG (Stockport) needs to receive reports relating to
issues pertinent for Stockport. Patient experience with the Arriva PTS Service is
poor for Stockport and it is important that commissioners receive assurances that
the quality of care is improving. SS commented that local issues are discussed by
NWAS at their local sector meetings and there is also an NWAS representative on
the local System Resilience Group. SS reported that at an Urgent and Emergency
Care meeting held a few weeks ago to update on the Keogh Report, a discussion
took place on moving back to measuring outcomes rather than focusing on activity.

4.1.9 TS pointed out that Healthwatch had received a number of comments back
from patients on the PTS including:

o There has been one instance where a driver for the area was not local and
had to work out the route to take a patient back — Healthwatch have asked for
assurance that drivers would have local knowledge of roads

o There is a huge variance in journey times — with no relation to the targets

o Healthwatch received positive comments about the drivers

SS responded that a specification for the new contract will be considered to take on
board expectations for journey times. SS had met with lan Mello and other
colleagues at a meeting to discuss local involvement in the re-procurement of the
service.

4.1.10 SP asked if there was any regional variation in performance for NWAS —
commissioners need this local information to determine if there are any particular
issues in their area that they need to address. SS advised members that Helen
Skerritt would liaise with the CCG if there are concerns specific to Stockport.

4.1.11 SP voiced her concern that NWAS has gone to REAP level 4 before winter
has started and the impact this is having on staff morale. SS commented that a
proactive decision was taken to move to this level in anticipation of a significant
increase in activity. SS added that a number of deep dives have taken place at
county levels and it has been acknowledged that there are pressures on all
services. SP questioned whether these pressures were due to increased activity
rather than low staffing numbers. SS reported that increased activity is a national
issue. Members were asked to note that NWAS has recommenced a recruitment
exercise and there is a requirement for paramedics to be educated to University
level.

4.1.12 TS expressed his disappointment at the low level of communication for a 111
listening event held on the previous day in Manchester; the attendance for the
session was very low — public require sufficient notice to be able to attend such
events. SS volunteered to feed these comments back to the team.

4.1.13 GMi questioned whether any learning exercises take place from patient
feedback and whether this will be fed into the re-procurement exercise. SS reported
that complaints were formally reviewed at the last contract meeting and there would
be a follow-up meeting the following week. SS confirmed that the re-procurement
discussions would take on board any learning; Hadrian Collier (NHS Blackpool
CCG) would be leading on these themes.

Page 30 of 42






4.1.14 TS questioned whether there had been any changes to eligibility for
accessing PTS. SS responded that there had been no changes to eligibility but that
there are variations to the processes for booking systems in each area — this issue
is currently being reviewed by Blackpool CCG. GMi suggested moving to one
system for the whole of Greater Manchester so that there is some consistency; SS
would pass this comment on to Hadrian (NHS Blackpool CCG). AA asked for
consideration to be given to the fact that patients often ring up and book their
transport themselves and this could have caused an increase in bookings.

4.1.15 CB asked what themes came out from complaints. GMi advised the meeting
that the main themes centred on wait times but she has not seen sight of the
breakdown for Stockport. CB reported that a discussion had taken place at a
System Resilience Group on the timeliness of departures and asked that the CCG
be given sight of the data regarding wait times. SS informed members that NWAS
is represented on the System Resilience Group, by Mike Smith, soon to be replaced
by Annemarie Rooney. MC said that further consideration would be given to inviting
a representative from Arriva to join this meeting.

4.1.16 MC pointed out that the main issues for the CCG to focus on are patient
experience for Arriva and Patient Safety for NWAS. MC stated that it is not
acceptable to have a KPI for Arriva that allows patients to arrive 15 minutes late for
an appointment. SS commented that this issue has already been picked up by
commissioners and will be re-visited during the re-procurement discussions. MC
asked whether the commissioners have also considered or understood the research
evidence on the impact of delays in ambulance times on patient safety as well as
monitoring performance. SS commented that discussions were taking place on
reverting back to outcome based performance targets and a number of pilots were
underway for a new payment model. This issue would be considered at the North
West Commissioning Intentions Event in October.

4.2NWAS Deep Dive & Overview: Members noted the document circulated with
the papers. MC stated that the information was limited and was only inward looking
into Stockport. Benchmarking information is required to show the impact on the
population and the unmet potential. The data presented is based on activity rather
than outcomes. SS informed the meeting that the CCG had been involved in the
deep dive and issues raised during the exercise included why performance was at
this level, the Health Economy and boundaries. MC stated that it needed to support
the CCG in making decisions and therefore to know details such as the potential
number of lives saved. The Chair recognised the challenges faced by NWAS but
requested that SS take back these comments to the commissioners as the
Committee is not sighted on all the relevant information to be assured on patient
safety.

The Chair thanked SS for her attendance. SS left the meeting at 10:17 am.
4.2.1 MC commented that more information is needed on rates of conveyencing of

patients. It was noted that Musa Naqvi is awaiting this information and would report
back to MC when he had received the information.

4.3Arriva Annual Report 2013/14. Members noted the report.
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5 Stockport Foundation Trust (SFT)

Action

5.1 SFT Dashboard — September: RG advised members that following a serious
incident meeting held at SFT the previous day, a lot of outstanding incidents from
the previous year had been closed. RG gave a brief outline of the main items of
discussion and action points from the meeting. CB acknowledged that the current
format for presenting serious incidents is not practical and would be presented in a
different format at a later meeting. RG referred to the dashboard and highlighted a
number of issues:

o The 95% target for Harm Free Care had not been met for the first time (94%
and 93% in community). One possible cause of this is the recent pressure
ulcer prevalence audit, recently undertaken, that has possibly resulted in an
increase in the reporting of all incidences. JC questioned whether there had
been an improvement in pressure ulcer prevalence. CB commented that
there has been an increase in knowledge but the same themes still occur.
The pressure bundle has now become embedded at the Trust. GMi
reiterated that the commissioning position remains as zero tolerance for
pressure ulcers and there are work programmes taking place to support this.
There have been some challenges with Tissue Viability Nurses staffing levels
in the community agency staffing levels.

o SP suggested monitoring new cases of pressure ulcers when they get
discharged from the Trust and consider whether NICE guidance is still being
followed. GMi informed the meeting that an appointment has been made for
a seconded post to monitor pressure ulcer prevalence and the person is due
to start within the next few weeks.

o TS questioned whether there is a difference in treatment for pressure ulcers
depending on where the patient goes. CB added that from a clinical
perspective, members need to be mindful that each case will vary depending
upon each individual patient.

o AA sought clarification on the A&E figures included on the dashboard, dated
July 2014. RG explained that the CCG receives this information from the KPI
report which is always one month in arrears.

o AA pointed out that there is an increase in the number of patients discharged
then re-admitted to the Trust and questioned whether the data is included on
the dashboard on the number of patients re-admitted. CB advised the
meeting that the issue of re-admissions has been discussed at the System
Resilience Group meeting and it was agreed it would be reviewed by the
Trust.

o AA commented that there remains an issue of GPs not receiving patient
discharge letters in a timely manner and when they do receive them, the
information does not provide all the relevant information required by the GP.
AA briefed the meeting on a discharge letter he had received and the lack of
information it contained. CB requested that AA send an anonymised copy of
this letter to her. CB informed the meeting that this issue is included on the
Committee’s Issue Log and the Trust is on trajectory to meet the target of 48
hours. The issue of quality of information in letters is being addressed in a
CQUIN. The Chair asked if GPs have these discussions with patients and

AA
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was advised that GPs do not have time for in-depth discussions during a
normal appointment. GMi commented that there is a route for GPs to send
information directly to SFT; CB stated that there needs to be a central
collection for GPs to report issues. These issues would be picked up during
the discussions with the Trust regarding discharge information.

5.1.1 SFT Exception Report: Members noted the report.

5.1.2 Community Update Non Acute Providers: Members received the report. It
was noted that 20 of the incidents reported on the FTs Datix system were discharge
incidents. GMi reported that she had questioned this at the last contract meeting
and had been told that there were no common themes but there were many issues
relating to patients being discharged from hospital to community services.

5.1.3 Review of Quality & Performance Contract Meeting: RG referred to item 5
— Medicines Business Group; the CCG awaits a report from the Trust to address the
actions to be taken to close the serious incidents from last year within the Medicines
division.

This item was brought forward on the agenda

9 Issues Log

9.1 Review Issues: The Chair referred to the Issues Log and reminded members
that it had been agreed at a previous meeting that the focus at the Committee
meeting would be on red issues. Members discussed this decision and agreed that
whilst the focus should be on the red issues, an update other issues due for
completion is required at each meeting.

9.1.1 Issue 2: Timely follow-up appointments in Cardiology, Gastroenterology &
Ophthalmology: MC reported that there should have been a follow-up contract
meeting the previous day at the Trust to review these issues but due to an
immediate priority, the meeting was cancelled and would be re-arranged. There
had been improvements in Glaucoma since the previous meeting but there was no
current assurance on other areas. AA suggested working with another Trust to
support the delivery of some of these services and was informed this would take too
long.

9.1.1.1 JC expressed her concern that the CCG had received no prior knowledge
that there was an issue with timely follow-up appointments. MC reported that the
new Performance Director at the Trust would follow-up these issues. JC reported
that each division at the Trust has established a Quality & Safety Group and it would
be the responsibility of these groups to monitor issues.

9.1.1.2 GMi reminded the meeting that following the Deloitte governance review
there had been a change in committee structure and increased scrutiny of key
outcomes at business groups level.

9.1.1.3 AA questioned whether the items should be treated as three separate issues
rather than as one issue. MC responded that whilst they were large issues, the
themes were the same and the CCG is seeking assurance on improved systems for
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the three issues.
Remain on log.

9.1.2 Issue 3: Timely appointments for psychological therapies: MC informed the
meeting that an updated report on IAPTS (Improving Access to Psychological
Therapies) would be presented to the Committee at the October meeting.

Remain on log.

9.1.3 Issue 4: Timely referrals within speech and language: MC reminded members
that there remains an issue with access to the school based service and the CCG
jointly commissions this service with the LA (Local Authority). Discussions
continued with the LA on this issue.

Remain on log.

9.1.4 Issue 5: CIP: MC reported that assurances have been provided on processes
and governance. The Chair sought clarification on the QIAs (Quality Impact
Assessments). MC informed members that the QIAs have been received but they
do not cover the full range of schemes. JC asked if there is a template in place for
these QIAs and was told “Yes” but it would take some time for them to make an
impact.

Remain on log.

9.1.5 Issue 1: TIAs (Transient Ischaemic Attack): The Chair referred back to Issue 1
on the Log and challenged members as to whether the CCG could influence this
action to ensure it is addressed in a timely manner. CB pointed out that an action
plan and timeline is in place for addressing TIA. It was noted that this issue had
been on the log for twelve months. The Chair stated that it would be more beneficial
if specific dates were attached for escalating an issue. Members discussed the
issue of whether the Issues Register was effective in influencing improvement in
performance and quality. . It was agreed that AN and KR would provide a timeline
for when this issue (TIA) was first raised at Governing Body and map the journey as
a test case. GMi added that this this would also be helpful in reviewing the CCH’s
Quality Monitoring and and Early Warning System, specifically in respect of
escalation levers. JC suggested inviting Internal Audit Committee to undertake a
review in order that the Q&PM (Quality & Provider Management) Committee can
gain assurance on quality in this area. The Chair asked members to give further
consideration to this discussion and bring back any recommendations to the next
meeting.

Remain on log.

JC conveyed her apologies and left the meeting (11:00 am).

9.1.6 Issue 8: Specialist Weight Management Service (SWMS): This service is
planned for reprocurement; a contractual process of notice is being arranged. MC
explained that between May and September no patients had been referred on for
bariatric surgery. There are capacity issues and there is also a gap in clinical
support for this Service. MC added that whilst this service is commissioned by the
CCQG, it is funded by the LA (Local Authority) therefore there is due process to go
through involving both parties. The Chair questioned when this item could be
removed from the Log. MC commented that it would be a minimum of six months

AN/KR
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before there is any progress on a new service being implemented. The Chair
requested an update on this issue at the next meeting.
Remain on log.

9.1.7 Issue 9: Timely manner of patient’'s discharge letters: CB reported that this
issue is on trajectory (December 2014). The Chair challenged the statistic included
on the Log for 95% compliance by December and asked why this figure is not
100%. CB explained that the KPI trajectory is 95% but the expectation would be for
100% compliance.

The Chair brought members’ attention back to item 5.2 on the agenda

5.2 CQUIN — Q1 CQUIN Review: RG informed the meeting that the CCG Quality
Team had reviewed the evidence from Q1 and on the whole Q1 milestones had
been achieved. . RG highlighted a number of issues:

o Further clarity has been requested on baseline targets for Falls Reduction
(Community — patients admitted from nursing homes)

o An action plan is in place to pilot a patient experience survey for district
nursing patients in the Marple / Werneth area

o Clinical Leadership — further information has been requested

GMi reported that the CQUINS represent significant quality improvement work
taking place across the hospital and community services.

6 Patient Safety Action
6.1 Safeguarding: This item was covered at the start of the agenda.
6.2 Serious incidents: This item was covered within SFT Dashboard (item 6.2).
6.3 Infection Control: An update is provided within the Quality Report (circulated
with the papers). GMi highlighted a number of issues:
o CDiff is on trajectory
o MRSA - One reported case attributed to a third party through arbitration
o CPE (Carbapenemase Producing Enterobacteriaceae): There had been an
outbreak on a ward at the Trust but this had been contained. A number of
members questioned why this has not been brought to the CCG’s attention
sooner. It was noted that Public Health had been informed — this is the
technically correct process. MC reported that the CCG had received the
action plan and would raise communication at the performance meeting.
7 Clinical Effectiveness Action

7.1 AQUA Mortality Report (Quarterly): CB reported that Dr James Catania had
reported at the last contract meeting the positive mortality rates for SFT and pointed
to some early indications that weekend mortality figures were for a few months
Relatively below weekday mortality figures. This will be monitored.7.1.1 CB
commended the work taking place at the Trust to reduce mortality. The Trust
provided positive figures in comparison to other Trusts but is an outlier for specific
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conditions (epilepsy, sepsis). CB asked members to note that she is assured that a
process is in place to monitor mortality figures at the Trust.

8 Patient Experience Action
8.1 Patient Experience Report — August 2014: GMi drew members’ attention to
the Patient Experience Report and highlighted a number of points:
o From atotal of 1073 comments about A&E, 7% were negative
o The FFT (Friends & Family Test) has been rolled out across all outpatient
departments
o The 2014-15 walk-round programme is in place — GMi asked members to
feedback any comments to her on this programme
o Arriva patient feedback surveys had commenced; the results would be
shared with the Committee at a later meeting
o GMireported that she had attended a patient panel the previous day
8.1.1 CB referred back to the section providing feedback on A&E and reiterated the
importance of reminding patients that there are other options than A&E. A message
needs to go out across primary care highlighting the fact that the public do not need
to be sent to A&E if they require an X-Ray, then GPs have direct access to the
Radiology department. GMi to ask CB for a statement to be sent out to GPs.8.1.2
The Chair asked if the walkabout programme includes outpatients. GMi explained
that Karen Moran (Head of Service Reform, CCG) and the Service Reform Team
have been speaking to patients in out-patient departments and there may be an
opportunity to dove-tail with this work..
8.1.3 GMi informed the meeting that a number of unannounced visits would take
place in the second year of the Walk Round programme.
9 Issues Log Action
9.1 Review Issues: As covered earlier in the meeting.
10 Any Other Business BT
10.1 Board to Board meeting: The Chair asked if there were any issues that the
Committee would like forwarding for the Board to Board meeting due to take place
on 18 September 2014; CB would raise the issues:
o There is no involvement in their quality strategy
o Cooperation on unannounced visits
o CQUINS are about quality improvement not money
o CIP
10.2 Timing of meetings: The Chair asked members if they were supportive of
continuing with two and a half hour meetings; members endorsed this arrangement.
Action

Meeting Governance
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11. Date, time and venue of next meeting:

Wednesday 15 October 2014
09:00 — 11:30
Board Room, floor 7, Regent House
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Issue | Date added | Description of How is the Issue Progress against | Owner/Q&PM | Update Context
No. to log issue Being addressed? | actions Lead required including
source

1 18/09/2013 | There is an issue Formal escalation Following CB 17/09/2014

with the current from CCG Clinical discussions at the

under performance | Director of PM to last quality contract

of the high risk TIA | SFT Director of meeting and

pathway which is Nursing. Escalated | subsequent email

resulting in some to Quality & conversations with

patients not being Performance the Associate

seen in the 24 hour | Contract meeting. Medical Director,

target window (60% an alternative

target). This could pathway has been

increase a patients suggested for

risk of subsequent patients presenting

stroke if clinic with TIA.

appointments are

delayed over 7 days

and may resultin a

poor patient

experience.

Expected date of | Oct-14
removal from log:

2 20/11/2013 | There is an issue CCG has written to MC 17/09/2014

with patients
receiving timely
follow up in
Cardiology
/Gastroenterology &
Ophthalmology - the
level of risk to

SFT with a contract
guery to establish
the position in terms
of numbers and
assessed risk. A
response has been
received and will be






patient care is not
understood nor is
the plan to resolve.

considered at the
August meeting.

Expected date of
removal from log:

Oct-14

18/09/2013 | There is an issue 1. An improvement MC 17/09/2014
with the timely action plan will be
appointments for implemented 2. @H
psychological The CCG will .
therapies which may | commission 2013 141080
result in a additional capacity B
compromise to during 14/15.
patient safety,
outcomes and
experience.
Expected date of | Oct-14
removal from log:
18/09/2013 | There is an issue An improvement The action planis | MC 17/09/2014

with the timely
referrals within
Speech and
Language therapy
which may put some
children at risk of a
delayed
development.

action plan,
supported by non-
recurrent funding,
has been
implemented by
SFT.

being implemented
and waits are
reducing, as
planned, across
the service. This is
not the case for the
schools based
service which is
now the significant
issue.

=
Q:\QRPM 2013-14\

Quality\SALT
Service\Children"
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Expected date of | Nov-14
removal from log:
18/12/2013 | CIP - CCG only has | CCG raised at MC 17/09/2014
sight of high level contract meetings
CIP Plans and no and through @j
formal mechanism correspondence. o Commtses,
for reviewing plans | Requested e
or monitoring information on 1.
progress against Quality Impact
plans. Assessments and
process 2. Individual
schemes / projects
3. A joint process to
agree and
understand impact
of projects.
Expected date of | Jan-15
removal from log:
18/12/2013 | There is an issue Escalated at SFT full action plan | GM 17/09/2014

that patients are not
assessed for
Dementia on
admission to SFT
and referred
appropriately. This
is measured through
the national CQUIN
(FAIR). Also, that
Carers of patients
with Dementia are
less than satisfied.

contract meetings
with SFT. Monitored
through CQUIN.

and dementia
group focused on
this issue. SFT
almost achieved
the FAIR
assessment in Q4
of 2013/14 after
failing the first 3
quarters.
Performance has
dropped
considerably in Q1
of 2014/15.

G:\Committees)
2013 14\Q&PM
2013-14\15]an14\
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Expected date of | Oct-14
removal from log:
19/02/2014 | There is an issue SFT have reported SFT Safe Staffing | GM 17/09/2014
with high number of | as a risk through published data in
nursing vacancies their board. A May shows SFT to
(45 in Jan 14) in the | recruitment plan is be overall
Medicines Division. | being followed. compliant but
This has a potential certain Medical
impact on safe wards are showing
staffing levels. low safe staffing
levels. SFT are
reporting to their
board reduced
levels of
vacancies.
Expected date of | Oct-14
removal from log:
21/05/2014 | There is an issue A revised Raised at contract | MC 17/09/2014
that the SWMS is specificiation has meetings with SFT.
operating without been written and the | An intention to
medical input with a | existing provider has | procure has been
consequential risk been invited to confirmed and the
on the quality of comment on the contractual
patient care. specification and to | process of notice
provide a gap etc is now being
analysis to this. determined.
Consideration is
being given to re-
procuring the
service.
Expected date of | Sep-14

removal from log:
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18/06/2014

There is an issue
that patient's
discharge letters are
not being produced
in a timely manner.
This means that
GPs do not have the
necessary
information to make
safe prescribing
decisions on
discharge.

SFT have provided
an action plan to
move to 95% by
December.

The action plan
has been received,
a response from
CCG is now due.

CB

17/09/2014

Expected date of
removal from log:

Sep-14

Issues removed
from log:

Date removed:

Date to Review

Issue 1 - Wait times | 20/08/2014 18/02/2015
in ED

Issue 2 - 16/07/2014 21/01/2015
Safeguarding

Training

Issue 4 - Pressure 21/05/2014 19/11/2014
Ulcers

Issue 6 - 16/04/2014 15/10/2014
Dermatology

Issue 7 - PTS 16/07/2014 21/01/2015
Issue 9 - Cdiff 16/04/2014 15/10/2014
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HEALTH & WELLBEING BOARD

Meeting: 16 July 2014
At: 2.00 pm

PRESENT

Jane Crombleholme (Stockport Clinical Commissioning Group),Terry Dafter (Director of
Adult Services), Councillor Tom McGee (Stockport Council), Councillor Adrian
Nottingham (Stockport Council), Councillor John Pantall (Stockport Council), Donna
Sager (Deputy Director of Public Health) Councillor John Wright (Stockport Council),
Andrew Webb (Director of Children's Services) and John Leach (Stockport Healthwatch)

1. ELECTION OF CHAIR

RESOLVED - That Councillor John Pantall be elected Chair of the Board for the period
until the next Annual Council Meeting

Councillor John Pantall in the Chair

2. APPOINTMENT OF VICE-CHAIR

RESOLVED - That Jane Crombleholme be appointed Vice Chair of the Board for the
period until the next Annual Council Meeting.

3. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 4 June 2014
were approved as a correct record and signed by the Chair.

4. DECLARATIONS OF INTEREST

No declarations of interest were made.

5. CHAIR'S ANNOUNCEMENTS

The Chair reported that he had recently received a letter from the Department for
Communities and Local Government concerning the Better Care Fund and explained that
he would like to add an agenda item concerning this issue to enable a discussion later in
the meeting.

6. HEALTHIER TOGETHER

The Chair reported that the Healthier Together public consultation officially launched on 8
July 2014 and would run for 12 weeks until 28 September 2014. Healthier Together
involved a major review of NHS services across Greater Manchester and a major part of
the review would look at improvements needed in primary and community based services.
The Review also focussed on the 10 acute hospitals in the Greater Manchester area, and
although no hospitals or A&E departments would close there was likely to be some
significant changes. Meetings would take place in each of the CCG localities with an event





Health & Wellbeing Board - 16 July 2014

taking place at the Alma Lodge in Stockport on 12 August 2014 between 2pm — 5.30pm.
The results of the consultation would be reported to a future meeting.

RESOLVED - That the report be noted.
7. BETTER CARE FUND

The Chair reminded the Board of his earlier announcement concerning an additional
agenda item. He reported that he had requested the Democratic Services Manager to
circulate a copy to all members of the Board a copy the letter he had received from the
Department for Communities and Local Government concerning the Better Care Fund and
that this had been done earlier in the day. The Board discussed the contents of the letter
and :

RESOLVED - That the Chair be authorised to form a group to have general oversight,
monitor and approve the response on the Better Care Fund, subject to formal
consideration by the CCG Governing body and the Council Executive. The group to
comprise the Chair, Vice Chair, Councillor Keith Holloway (Executive Councillor, Adult
Care Services) and Councillor Tom McGee (Chair Health Scrutiny Committee) and that the
chair be requested to provide appropriate updates to the Board prior to approval of the
final BCF submission.

8. MEMORANDUM OF UNDERSTANDING

The Deputy Director of Public Health, submitted a Memorandum of Understanding (copies
of which had been circulated) outlining the relationship between the Stockport Children’s
Trust Board, the Stockport Safeguarding Children Board, The Health and Well Being
Board and between the Stockport Health and Well-being Board and the Stockport
Safeguarding Adults Board. The report covered their respective roles and functions,
membership of the boards, arrangements for challenge, oversight and scrutiny and
performance management.

RESOLVED - That the report be noted.

9. SPECIAL EDUCATION NEEDS AND DISABILITY REFORMS FOR CHILDREN AND
YOUNG PEOPLE AGED 0-25

The Corporate Director for People submitted a report (copies of which had been
circulated) explaining that from September 2014 there would be:

e A single assessment process that would be more streamlined, better involves
children, young people and families which was completed in a more timely manner.
An Education, Health and Care Plan (EHCP) which brought services together

and was focused on improving outcomes; and an offer of a personal budget for
families with an EHCP.

A published 'local offer' of services available to parents and young people

outlining what provision is available for children and young people with SEN

aged 0 — 25 years, both within and outside their local area.

Greater control to disabled children and young people themselves - to make

them 'authors of their own life stories.'
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e Impartial information, advice and support that provided families, including young
people with SEN, helping them to access the services they need.

RESOLVED - That the report be noted.

10. TARGETED PREVENTION AND THE CENTRE FOR SOCIAL ACTION
INNOVATION FUND AWARD

A representative of the Corporate Director for People submitted a report (copies of which
had been circulated) providing an update in respect to targeted prevention and the Centre
for Social Action Innovation Fund Award. The Board discussed future challenges which
included the need to develop an appropriate infrastructure to recruit and train volunteers
who could work alongside health and social care professionals to deliver a range of
activities. The programme of change was complex and involved a number of agencies.

On behalf of the Board, the Chair congratulated officers on progress made in respect to
the excellent work already undertaken.

RESOLVED - That the proposed work programme detailed in the report be endorsed and
that update reports be submitted to future meetings of the Board.

11. JOINT HWB STRATEGY OUTCOME FRAMEWORK - 2013-14 Q4

The Deputy Director of Public Health submitted a report (copies of which had been
circulated) presenting for consideration the health and well being indicators which had
previously been agreed by the Board. Data was taken from the Council’s quarterly
Portfolio Performance and Resources reports for Health and Wellbeing, Adult Social Care
and the Children and Young People portfolios.

RESOLVED - That the report be noted

12. HOUSING AND HEALTH LINKAGES: SUPPORTING THE HEALTH AND
WELLBEING AGENDA

A representative of the Corporate Director for Place Management and Regeneration
submitted a report (copies of which had been circulated) outlining work undertaken by or
facilitated by Strategic Housing and Stockport Homes which contributed to the health and
wellbeing agenda.

The following comments were made/issues raised:-

e Strategic Housing and Stockport Homes currently delivered a number of initiatives
that supported the Health and Well being strategy including for example — delivering
disabled facilities grants, developing and delivering warmth and fuel poverty
initiatives and improving green spaces and play areas.

e Specialist housing schemes for people with learning disabilities — 14 units have
opened in the last 18 months.

e The Older Person’s Strategy detailed the long term plan for services and assistance
to older residents.

e Future challenges including (i) uncertainty over the future delivery of Disabled
Facilities Grants via the Better Care Fund (ii) shortages of land in Stockport proved
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a constant challenge to housing delivery (iii) a review of the Affordable Warmth
Scheme and (iv) meeting the needs of an increasingly ageing society.

RESOLVED - That the report be noted.

13. FORWARD PLAN FOR HEALTH & WELLBEING BOARDS

A representative of the Democratic Services Manager submitted a report (copies of which
had been circulated) setting out a forward plan of agenda items for future meetings of the
Board.

RESOLVED - That the report be noted.

The meeting closed at 4.12 pm
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THE LEGISLATIVE REFORM (CLINICAL COMMISSIONING GROUPS) ORDER 2014

11

This explanatory document is laid before Parliament in accordance with section 14 of the
Legislative and Regulatory Reform Act 2006 (“the 2006 Act”) together with the draft of
the Legislative Reform (Clinical Commissioning Groups) Order 2014 (“the draft Order”)
which we propose to make under section 1 of that Act. The purpose of the draft Order is
to amend the National Health Service Act 2006 (“the NHS Act”).





2.1 The National Health Service Act 2006, as amended by the Health and Social Care
Act 2012, established the NHS Commissioning Board (known by its operating name,
NHS England) and Clinical Commissioning Groups (“CCGs”).The legislation also set
out how health services would be commissioned in the new system.

2.2 NHS England is responsible for commissioning primary care in England (for e.g. GP
services), certain specialised services, including health care for members of the
armed forces and their families, and for supporting CCGs in the discharge of their
commissioning duties. CCGs are now responsible for commissioning healthcare
services for their local populations in England, and in practice they commission those
health services not commissioned by NHS England. Broadly speaking this is termed
‘secondary care’.

2.3 Section 14Z3 of the NHS Act allows two or more CCGs to exercise their
commissioning functions jointly. However, there is no express provision within the Act
to enable CCGs to form joint committees when doing so. This means that CCGs are
unable to create a joint decision-making body, such as their predecessors, Primary
Care Trusts, were able to do under section 19 of the NHS Act. This is in contrast to
other provisions in the NHS Act which allow CCGs to form joint committees with other
bodies when exercising functions jointly with them (see paragraphs 2.9 and 2.10).

2.4 The Department of Health and NHS England have been made aware of the practical
challenges that CCGs are experiencing in being unable to form joint committees to
make decisions in relation to issues that cut across boundaries such as continuing
healthcare and service provision and design, or reconfiguration of local NHS
services. Joint commissioning is likely to play a more and more prominent role in the
delivery of health services.

2.5 As an interim measure CCGs are forming “committees in common” in order to
exercise their functions jointly. This is in reliance on their power in Schedule 1A,
paragraph 3(3) of the NHS Act, to delegate the exercise of their functions to their
members or employees. That member or employee then attends a ‘committee in
common’ with members or employees of other CCGs. The size of these committees
varies, but before any decision can be agreed the representatives of each CCG must
seek the ratification of their CCG or its governing body on any of the matters
discussed at these meetings. The arrangement is cumbersome and a hindrance to
effective joint commissioning by CCGs.

2.6 The absence of legislation has meant that CCGs have had to undertake significant
work with lawyers to ensure that agreements drawn up to establish “committees in
common” meet due legal process.

! Primary Care Trusts have now been abolished and section 19 repealed.

6





2.7

2.8

2.9

2.10

2.11

This approach is not only an administrative inconvenience, but an obstacle to
efficiency, productivity and value for money, and hence a burden for the purposes of
the 2006 Act. The Department wishes to remove this burden by amending section
1473 of the NHS Act to provide that, where any two or more CCGs are exercising
their functions jointly, they may do so by way of a joint committee.

There is also an identified need for CCGs and NHS England to be able to jointly
exercise a CCG commissioning function and to form a joint committee when doing
so. At present NHS England can arrange for any of its own functions to be exercised
by or jointly with a CCG (amongst other bodies) and can form a joint committee with
a CCG where functions are to be exercised jointly (see section 13Z of the NHS Act).
It can also exercise any of a CCG'’s functions under section 3 or 3A of the NHS Act,
where the CCG requests it (see section 14Z9 of the NHS Act). However, there is no
provision for CCGs and NHS England to jointly exercise a CCG function or to create
a joint committee when doing so.

Under the current legislation, there are express provisions for the formation of joint
committees. For example, section 13Z allows NHS England to exercise its functions
jointly with a range of bodies (including CCGs) and to form a joint committee with that
other body for that purpose.

Under section 14Z4 CCGs may also exercise their functions jointly with a Local
Health Board (in Wales) and specific provision is made for them to form a joint
committee for this purpose. However, the proposed amendments do not apply to the
health services in Wales or affect the exercise of any functions of the Welsh
Assembly.

A practical example for enabling CCGs to carry out a CCGs function jointly with NHS
England is where there is need to redesign a service that cuts across both NHS
England and CCG commissioned services. Joint commissioning by NHS England
and CCGs is likely to become more and more prominent as health services are
reconfigured in the most effective ways, and the lack of an ability for NHS England
and CCGs to jointly exercise CCG functions, and to do so by way of joint committee,
presents an administrative inconvenience and is a barrier to efficiency, productivity
and value for money. The Department wishes to remove this burden by amending
section 1479 of the NHS Act to allow NHS England and CCGs to jointly exercise
CCG functions, and to do so by joint committee if they choose. This would also
complement the existing power in section 13Z for them to jointly exercise an NHS
England function.





3.1

3.2

3.3

3.4

3.5

3.6

3.7

3.8

Under section 1 of the LRRA a Minister can make a Legislative Reform Order (LRO) for
the purpose of removing or reducing any burden to which any person is subject as a result
of legislation.

The purpose of the Order is to remove burdens to which NHS England and CCGs are
subject as a result of the NHS Act.

The Government is committed to removing the administrative burdens, placed on CCGs
and NHS England by the current legislation. As an interim measure some CCGs have
formed “committees in common”, as described in paragraphs 2.5 and 2.6, but this
arrangement is cumbersome and not conducive to the effective joint commissioning of
health services. The Minister is therefore satisfied that there is no non-legislative solution
available to satisfactorily achieve the policy objective.

The Minister considers the proposals to be proportionate to the problems they are
addressing.

It is not expected that any individual will be adversely affected by the proposed changes as
they are calculated to facilitate more effective joint commissioning. The Minister therefore
considers that the Order meets the requirements to strike a fair balance between the
public interest and the interests of any person adversely affected by it.

The Minister considers that the proposals maintain the necessary protections. CCGs enjoy
a degree of autonomy in the manner in which they exercise their functions under the NHS
Act. To this end, NHS England is under a duty in section 13F to promote the autonomy of
persons exercising functions in relation to the health service. The wording of the proposed
amendment to section 1479 is designed to ensure that a CCG function can only be jointly
exercised with NHS England where both parties are in agreement, thus preserving a
CCG'’s autonomy.

The Minister does not believe that the proposals will remove any existing right or freedom

The Minister does not believe that the proposals are constitutionally significant.





3.9

3.10

3.11

3.12

3.13

3.14

3.15

A targeted consultation was conducted by the Department of Health on the proposals from
14 November 2013 to 7 January 2014. Details of the consultation and a summary of the
responses are available in Chapter 4 and a list of consultees and respondents to the
consultation are at Annex A and Annex B respectively.

The Minister recommends that the Order should be subject to the Affirmative Resolution
procedure in accordance with section 17 of the 2006 Act. Although the amendments are
more than merely technical, they remain fairly straightforward and the consultation did not
raise any major concerns about the proposals.

The Minister does not believe that the amendments proposed by the draft Order would
interfere with any rights or freedoms protected by the European Convention on Human
Rights.

The Minister is satisfied that the proposals are compatible with the legal obligations arising
from membership of the European Union.

The draft Order extends to England and Wales, but its actual application is limited to
England only. This is because NHS England and CCGs exercise functions in relation to
the health service in England only. The Order does not affect the functions of Welsh
Ministers. Officials of the Welsh Assembly have been kept informed of the Order and were
invited to respond to the consultation. Officials responded to the consultation advising that
a Statutory Instrument Consent Memorandum is not required.

The Government is satisfied that the draft Order has no implications for the devolved
administrations in Scotland and Northern Ireland.

The Minister is satisfied that the proposed amendments will not bind the Crown.





4.1

4.2

4.3

4.4

4.5

4.6

A targeted consultation was conducted by the Department between 14 November 2013
and 7 January 2014.2 Following discussions with the Better Regulation Unit at the
Department for Business and Innovations and Skills, it was agreed that as the proposed
LRO is seeking to remove an administrative burden, it would be appropriate to undertake
a focused consultation rather than a full public consultation.

On this basis, the consultation documents were sent by email to all 211 CCGs in
England, and the following stakeholders: NHS England, the Local Government
Association (LGA), and NHS Clinical Commissioners, the representative membership
body for CCGs. In advance of the launch of the consultation, we contacted NHS England,
NHS Clinical Commissioners, and the LGA to draw their attention to the forthcoming
consultation. Details of the lists of consultees and respondents are available at Annexes
A and B respectively. Of the respondents three requested the non-disclosure of their
responses.

In addition, the consultation was highlighted in NHS England’s monthly electronic bulletin
to Clinical Commissioning Groups (CCGs)?

The consultation sought views on whether a Legislative Reform Order is the appropriate
mechanism for making changes to enable (a) two or more CCGs to form a joint
committee whilst jointly exercising functions and (b) to enable CCGs and NHS England to
jointly exercise CCGs functions and to form a joint committee when doing so.

There were 33 responses to the consultation. The overall responses to the consultation
were positive with the majority being supportive of the proposals. The responses
highlighted that there was a need for express provision in legislation to establish binding
joint decision making bodies for CCGs and for the joint exercise of CCG functions with
NHS England.

There was some opposition to proposal (b) to enable CCGs and NHS England to form
joint committees, with concerns expressed that this option may lead to service
reconfiguration being implemented through the back door, and challenges being made to
the autonomy of CCGs’ decision making. This is dealt with at paragraph 3.6: any
arrangements for CCGs to exercise functions jointly, either with NHS England or other
CCGs, will be voluntary.

ZA copy of the consultation document is available at http://www.england.nhs.uk/2013/11/28/bulletin-for-ccgs-issue-
47-28-november-2013/#Iro

? Ibid
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4.7

4.8

4.9

4.10

411

4.12

Overall, the majority of the respondents (21 out of 33 respondents) thought that the
proposals will reduce or remove or reduce the burdens. Two respondents answered that
they had reservations about the proposals. Of these respondents, one thought individual
CCGs may have to implement policies that their GP members do not consider to be in
the interest of their local population. One respondent thought that for proposal (a)
burdens would be either reduced or removed but did not think this would be the case for
proposal (b) as there is unlikely to be a reduction in meetings.

Government response: The Government is committed to removing the burdens placed
on CCGs and NHS England by the current legislation, and is satisfied that the majority of
respondents are supportive of these proposals.

Twenty-three of the 33 respondents answered this question, with 21 providing positive
views regarding the expected benefits. Comments were broadly similar suggesting that:

e The proposals will provide clear governance structures;

e Administrative burdens on CCGs and NHS England will be reduced or removed

¢ Will enable cross-geographical boundary working (i.e. across CCG areas)

e Allow for greater efficiencies

¢ Remove the barriers to commissioning organisation and therefore encouraging
collaborative working.

Some respondents also expressed reservations, one respondent whilst supporting the
proposals thought it important to highlight that critical to these working arrangements is
choice, and that it is for CCGs and their governing bodies to determine whether they wish
to form a joint committee with either other CCGs or NHS England. Two respondents
stated they had no specific views.

A number of respondents commented on the partial 1A, including:

¢ |t had overstated the costs

e It did not include the costs of lay members attending these committees

e [t did not consider the costs of amending the constitution of each individual CCG that
wishes to form joint committees with either other CCGs and/or NHS England.

e There was not an estimate of the associated costs of CCGs and NHS England
exercising a CCGs functions.

Government response: The Government has taken on board comments raised during
the consultation stage and these have now been reflected in the final version of the IA,
which is attached at Annex C. With regard to the question of choice, this has already
been addressed in paragraphs 3.6 and 4.7 as it overlaps with CCG autonomy.
References are made to amending CCGs’ constitutions. By paragraph 1 of Schedule 1A
to the NHS Act, a CCG must have a constitution which specifies, amongst other matters,
the arrangements it has made for the discharge of its functions.
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4.13

4.14

4.15

4.16

In response to this question, 11 respondents described examples of what was happening
locally. Considering that this is still a relatively new system, it is unsurprising that 10
respondents commented that they were unaware of any empirical evidence, and a further
8 respondents did not answer the question. While 3 respondents thought that there was
evidence available for proposal (a) but not for proposal ( b).One respondent made a
general observation which was outside of the scope of the question.

Government response: The Government is satisfied that the evidence provided in
response to this question is supportive of the proposals. For example, evidence supplied
provided helpful insights into the practicalities of setting up “committees in common”,
particularly the additional legal support that was required to ensure any agreements for
such committees are legally binding.

Twenty-four out of the 33 respondents answered this question, with 21 agreeing that they
were unaware of how these changes could be made by non-legislative means. Two
respondents felt that the difficulties could be remedied by non-legislative reforms. One
respondent suggested establishing Strategic Planning Groups as cited in NHS England’s
recently published planning guidance.? The guidance explains that CCGs may choose to
join with neighbouring CCGs to form a larger “unit of planning” to aggregate local plans..
One respondent thought that for proposal (a) there were suitable non-legislative
arrangements and for proposal and gave an example of type of “committee in common”
that had been set up locally (b) was not aware of the evidence.

Government response: The Government believes that the weight of the consultation
responses support our view that there no non-legislative means to remedy the lack of
express provision for formation of joint committees as described in proposal (a) and the
lack of ability for NHS England and CCGs to jointly exercise CCG functions, as described
in proposal (b). The responses also support concerns relating to the interim fix of
establishing “committees in common”. Whilst these committees do allow for CCGs to
come together they do not enable effective decision making. It should be noted that “units
of planning” will not allow for legally binding joint decisions to be made.

* The principles for establishing a “unit of planning” are set out in Everyone Counts Planning for Patients 2014-15 to
2018-19 and is available at http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-quid-wa
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4.17

4.18

4.19

4.20

4.21

Twenty-four of the respondents answered this question, with 20 respondents agreeing
with the assessment that the proposals put forward are proportionate to the policy
objective. Two respondents thought that the proposals were not proportionate as there
were other mechanisms available to CCGs to meet the policy objectives. One of these
respondents described the current arrangement of establishing “committees in common”
as being one of the mechanisms available. One respondent only commented on the
impact assessment suggesting that the costs may have been overstated. Another
thought that proposal (a) was proportionate and proposal (b) was disproportionate to the
policy objective. However, the comment was not expanded upon.

Government response: We believe that that these amendments are proportionate
policy objectives. The amendments are designed to improve efficiency and reduce the
burdens placed on CCGs and NHS England. In light of the evidence submitted as part of
the consultation revisions were made to the cost assessments in the Impact Assessment.
In our view “committees in common” are a cumbersome arrangement and do not provide
a suitable alternative to joint committees.

The majority of the respondents (21 out of 33) thought that the proposals did strike a fair
balance between public interest and any person adversely affected by them. Few chose
to expand upon their answer. Three respondents disagreed and thought that proposals
did not strike a fair balance. Of these responses, one respondent disagreed because
CCGs may make decisions that are not in the interest of their local populations if they
form joint committees with either CCGs or NHS England. Another respondent thought
proposal (a) did strike a fair balance whereas proposal (b) would delegate duties from a
membership organisation(s) to a corporate body (NHS England) which might appear to
dilute the essence of GP led commissioning.

Government response: On the whole the respondents to this question, were satisfied
that this pre-condition had been met. In response to the concerns about the impact on
GP led commissioning, it is unclear how proposal (b) would impact on this area as the
proposal does not relate to NHS England commissioning functions. As explained in
paragraph 3.6, the proposals are designed to facilitate more effective joint
commissioning, which should be of the benefit of local populations, and it is not
anticipated that any person would be adversely affected by these proposals. For this
reason, the Government is satisfied that this pre-condition has been met.

Twenty-three of the 33 respondents answered this question, with 20 agreeing that the
proposals would not remove any necessary protections. Again, few chose to expand
upon their answer. Three respondents were of the view that necessary protections
would be removed, one respondent suggested that there would be a loss of
transparency in decision-making because not all meetings would be held in public, and
another suggesting that the proposals could “open the door” to the merging of CCGs.
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4.22

4.23

4.24

4.25

4.26

Government response: The majority of the responses were content that no necessary
protections would be removed. On this basis, the Government is satisfied that this pre-
condition has been met. The fact that CCGs might form joint committees when jointly
exercising their functions ( a power which Primary Care Trusts enjoyed) does not lead to
the likelihood that CCGs will merge as a result.

Twenty-three of the 33 respondents answered this question, with 21 respondents
agreeing that the proposals would not prevent any person from exercising any right or
freedom which they might reasonably expect to continue to exercise. Two respondents
thought that these proposals would remove rights. One suggested that the proposals
might have the potential to restrict a GP’s ability to commission health services for their
populations. The other suggested that the representation of the local needs of the
population would need to be balanced with the removal of individual CCG ratification.

Government response: The responses to this question recognised that the proposals
would be beneficial and help improve governance arrangements, and would therefore not
impact on an individual’s rights or freedoms. In response to the concerns about the
potential restriction of a GP’s ability commission service, the proposals do not involve GP
commissioning of health services. GPs provide health services rather than commission
them. The Government is therefore satisfied that this pre-condition has been met.

Fourteen out of the 33 respondents answered positively agreeing that provisions were
not constitutionally significant. However, 5 respondents disagreed and thought the
provisions were constitutionally significant. One respondent commented that proposal (a)
was not constitutionally significant, and proposal (b) was constitutionally significant
because of the risk of “circular responsibility/accountability”. The respondent suggested
that this would be caused by the “delegation to a committee, comprising of
representatives of CCGs and NHS England, of duties originally delegated from NHS
England to the same CCG(s)”. Two respondents responded positively, but with the
proviso that certain conditions were met. One respondent was unsure whether or not the
changes were constitutionally significant.

Government response: A few respondents thought that the amendments are
constitutionally significant, suggesting that there may be some confusion in relation to the
term “constitution” in this context. For example, the proposed amendments might require
individual CCGs to amend their constitutions (as explained in paragraph 4.14), should
they wish to form a joint committee under proposals (a) or (b). It is difficult to respond to
the comment made about the risk of “circular accountability/responsibility” as it is unclear
what is meant by the respondent. Also the proposals involve the joint exercise of CCG
functions, not the delegation of an NHS England function to a CCG. Despite these
objections, the Government continues to believe that this pre-condition has been met and
the changes are not constitutionally significant in the broader meaning of the word.
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4.27

4.28

4.29

The majority of the (20 of the 33) respondents supported the Government’s
recommendation that the affirmative resolution procedure should be used. Only one
respondent disagreed with the recommend procedure and thought that the super-
affirmative procedure should be applied to allow for “the possibility of redrafting”. While
two respondents recommended that for proposal (a) the affirmative proposal should be
used, but for proposal (b) disagreed with this recommendation.

Government response: We remain of the view that the affirmative resolution procedure
should be used, and believes this procedure will provide the necessary level of scrutiny.
The nature of the proposed amendments means they do not require additional scrutiny
beyond those required for the affirmative procedure.

In light of the consultation responses received, the Minister considers that the proposals
should be implemented as set out in the draft Order, which should be laid before
Parliament under the affirmative procedure.
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ANNEX A - List of consultees

ANNEX A - List of consultees

Part 1 - Clinical Commissioning Groups (CCGs) - list of chief accountable officers

Dr. Phil Pue Airedale, Wharfedale and Craven CCG
Simon Perks Ashford CCG

Louise Patten Aylesbury Vale CCG

Conor Burke Barking and Dagenham CCG

John Morton Barnet CCG

Mark Wilkinson Barnsley CCG

Tonia Parsons (Interim) Basildon and Brentwood CCG

Phil Mettam Bassetlaw CCG

Dr Simon Douglass Bath and North East Somerset CCG
Dr Paul Hassan Bedfordshire CCG

Sarah Blow Bexley CCG

Barbara King Birmingham CrossCity CCG

Dr Diane Reeves Birmingham South and Central CCG
Dr Chris Clayton Blackburn with Darwen CCG

Dr Amanda Doyle Blackpool CCG

Susan Long Bolton CCG

Alan Webb Bracknell & Ascot CCG

Helen Hirst Bradford City CCG

Helen Hirst Bradford Districts CCG

Rob Larkman Brent CCG

Dr Christa Beesley Brighton and Hove CCG

Jill Shepherd Bristol CCG

Dr Angela Bhan Bromley CCG
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Stuart North

Bury CCG

Dr Matt Walsh

Calderdale CCG

Neil Modha

Cambridgeshire and Peterborough CCG

David Cryer

Camden CCG

Andrew Donald

Cannock Chase CCG

Simon Perks

Canterbury and Coastal CCG

Dr Sunil Gupta

Castle Point and Rochford CCG

Daniel Elkeles

Central London (Westminster) CCG

lan Williamson

Central Manchester CCG

Dr Annet Gamell

Chiltern CCG

Jan Ledward

Chorley and South Ribble CCG

Paul Haigh

City & Hackney CCG

Dr Katie Armstrong

Coastal West Sussex CCG

Nicki Price

Corby CCG

Dr Steve Allen

Coventry and Rugby CCG

Dr Amit Bhargava

Crawley CCG

Paula Swann

Croydon CCG

Nigel Maguire

Cumbria CCG

Martin Phillips

Darlington CCG

Dr David Woodhead

Dartford Gravesham and Swanley CCG

Chris Stainforth

Doncaster CCG

Tim Goodson

Dorset CCG

Paul Maubach

Dudley CCG

Dr Stewart Findlay

Durham Dales, Easington and Sedgefield
CCG

Rob Larkman

Ealing CCG

Lesley Watts

East and North Hertfordshire CCG
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Dr Michael lons

East Lancashire CCG

Dr David Briggs

East Leicestershire and Rutland CCG

Jane Hawkard

East Riding of Yorkshire CCG

Tony Bruce

East Staffordshire CCG

Mark Bounds

East Surrey CCG

Amanda Philpott (Interim)

Eastbourne, Hailsham and Seaford CCG

Jerry Hawker

Eastern Cheshire CCG

Elizabeth Wise

Enfield CCG

Rakesh Marwaha

Erewash CCG

Richard Samuel

Fareham & Gosport CCG

Dr Tony Naughton

Fylde and Wyre CCG

Mark Adams

Gateshead CCG

Mary Hutton

Gloucestershire CCG

Andrew Evans

Great Yarmouth & Waveney CCG

Carol McKenna

Greater Huddersfield CCG

Jan Ledward

Greater Preston CCG

Annabel Burn

Greenwich CCG

Phil Orwin (interim)

Guildford and Waverley CCG

Simon Banks

Halton CCG

Dr Vicky Pleydell

Hambleton, Richmondshire and Whitby
CCG

Daniel Elkeles

Hammersmith & Fulham CCG

Andy Gregory

Hardwick CCG

Sarah Price

Haringey CCG

Amanda Bloor

Harrogate and Rural District CCG

Rob Larkman

Harrow CCG

Alison Wilson

Hartlepool and Stockton-on-Tees CCG
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Dr Gregory Wilcox Hastings and Rother CCG
Conor Burke Havering CCG

John Wicks Herefordshire CCG

Nicola Bell Herts Valleys CCG

Lesley Mort Heywood, Middleton & Rochdale CCG
Frank Sims High Weald Lewes Havens CCG
Rob Larkman Hillingdon CCG

Sue Braysher Horsham and Mid Sussex CCG
Daniel Elkeles Hounslow CCG

Emma Latimer Hull CCG

Julian Herbert Ipswich and East Suffolk CCG
Helen Shields Isle of Wight CCG

Alison Blair Islington CCG

Joy Youart Kernow CCG

David Smith Kingston CCG

Dianne Johnson Knowsley CCG

Andrew Eyres Lambeth CCG

Andrew Bennett Lancashire North CCG

Nigel Gray Leeds North CCG

Dr Andy Harris Leeds South and East CCG
Philomena Corrigan Leeds West CCG

Simon Freeman Leicester City CCG

Martin Wilkinson Lewisham CCG

Gary James Lincolnshire East CCG

Dr Sunil Hindocha Lincolnshire West CCG
Katherine Sheerin Liverpool CCG

Carol Hill Luton CCG

19





ANNEX A - List of consultees

Dr Amanda Sullivan

Mansfield and Ashfield CCG

Dr Peter Green

Medway CCG

Eleanor Brown

Merton CCG

James Roach

Mid Essex CCG

Jeannie Ablett

Milton Keynes CCG

Ben Gowland

Nene CCG

Dr Amanda Sullivan

Newark and Sherwood CCG

Dr Cathy Winfield Newbury & District CCG

Mark Adams Newcastle North and East CCG
Mark Adams Newcastle West CCG

Steve Gilvin Newham CCG

Dr Cathy Winfield North & West Reading CCG

Jackie Pendleton

North Derbyshire CCG

Dr Neil O'Brien

North Durham CCG

Dr Shane Gordon

North East Essex CCG

Maggie Maclsaac

North East Hampshire and Farnham CCG

Dr Peter Melton

North East Lincolnshire CCG

Dr Graham Hullah

North Hampshire CCG

Chris Dowse

North Kirklees CCG

Allison Cooke

North Lincolnshire CCG

Dr Martin Whiting

North Manchester CCG

Mark Taylor

North Norfolk CCG

Dr Mary Backhouse

North Somerset CCG

Dr David Hughes

North Staffordshire CCG

Maurya Cushlow

North Tyneside CCG

Julia Ross

North West Surrey CCG

Rebecca Harriott

Northern, Eastern and Western Devon
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CCG

Alistair Blair

Northumberland CCG

Jonathon Fagge

Norwich CCG

Dawn Smith

Nottingham City CCG

Sam Walters

Nottingham North & East CCG

Dr Guy Mansford

Nottingham West CCG

Dr lan Wilkinson

Oldham CCG

Dr Stephen Richards

Oxfordshire CCG

Dr Jim Hogan

Portsmouth CCG

Louise Mitchell

Redbridge CCG

Simon Hairsnape

Redditch & Bromsgrove CCG

Dominic Wright

Richmond CCG

Chris Edwards

Rotherham CCG

Vicky Bailey Rushcliffe (Principia) CCG

Alan Campbell Salford CCG

Andy Williams Sandwell & West Birmingham CCG
Simon Cox Scarborough and Ryedale CCG
lan Atkinson Sheffield CCG

Dr Caron Morton

Shropshire CCG

Alan Webb Slough CCG
Dr Patrick Brooke Solihull CCG
David Slack Somerset CCG

Simon Whitehouse

South Cheshire CCG

Dr Sam Barrell

South Devon and Torbay CCG

Rita Symons

South East Staffs & Seisdon Peninsular

CCG

Richard Samuel

South Eastern Hampshire CCG
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Dr Simon Douglass

South Gloucestershire CCG

Hazel Carpenter

South Kent Coast CCG

Gary Thompson

South Lincolnshire CCG

Caroline Kurzeja

South Manchester CCG

Ann Donkin South Norfolk CCG
Dr Cathy Winfield South Reading CCG
Fiona Clark South Sefton CCG

Amanda Hume

South Tees CCG

Dr David Hambleton

South Tyneside CCG

Gillian Entwistle

South Warwickshire CCG

Allan Kitt

South West Lincolnshire CCG

Dr Carl Ellson

South Worcestershire CCG

John Richards

Southampton City CCG

Dr Paul Husselbee

Southend CCG

Andy Layzell

Southern Derbyshire CCG

Fiona Clark

Southport and Formby CCG

Andrew Bland

Southwark CCG

Dr Stephen Cox

St Helens CCG

Andrew Donald

Stafford and Surrounds CCG

Dr Ranjit Gill

Stockport CCG

Dr Andrew Bartlam

Stoke on Trent CCG

David Gallagher

Sunderland CCG

Miles Freeman

Surrey Downs CCG

Dr Andy Brooks

Surrey Heath CCG

Dr Chris Elliott Sutton CCG
Patricia Davies Swale CCG
Anthony Ranzetta Swindon CCG
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Steve Allinson

Tameside and Glossop CCG

David Evans Telford and Wrekin CCG
Hazel Carpenter Thanet CCG
Dr Nimal Raj Thurrock CCG

Jane Milligan

Tower Hamlets CCG

Dr Nigel Guest

Trafford CCG

Dr Mark Hayes

Vale of York CCG

Simon Whitehouse

Vale Royal CCG

Jo Webster

Wakefield CCG

Salma Ali

Walsall CCG

Heather Mullin (interim)

Waltham Forest CCG

Graham Mackenzie

Wandsworth CCG

Dr Sarah Baker

Warrington CCG

Andrea Green

Warwickshire North CCG

Alison Lee

West Cheshire CCG

Clare Morris

West Essex CCG

Heather Hauschild

West Hampshire CCG

lan Ayres West Kent CCG
Mike Maguire West Lancashire CCG
Toby Sanders West Leicestershire CCG

Daniel Elkeles

West London CCG

Sue Crossman

West Norfolk CCG

Julian Herbert

West Suffolk CCG

Trish Anderson

Wigan Borough CCG

Deborah Fielding

Wiltshire CCG

Alan Webb

Windsor, Ascot & Maidenhead CCG

Dr Abhi Mantgani

Wirral CCG
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Dr Cathy Winfield

Wokingham CCG

Dr Helen Hibbs

Wolverhampton CCG

Simon Hairsnape

Wyre Forest CCG

Part 2 - LIST OF OTHER INTERESTED PARTIES

Dame Barbara Hakin

NHS England

Dr Charles Alessi

NHS Clinical Commissioners

Alyson Morley

Local Government Association

Jan Firby

WAG

24





ANNEX B — respondents to the consultation

Explanatory Document to accompany draft Legislative Reform Order 2014

Mark Taylor

North Norfolk CCG

Jane Hawkard

NHS East Riding of Yorkshire CCG

Tim Goodson

NHS Dorset CCG

lan Ayres

NHS West Kent CCG

Tom Abell

NHS Basildon & Brentwood CCG

Sean Scullion

Department of Health, Social Services and
Public Services NI

Yvonne Parish

North West Surrey CCG

Julie-Anne Wales

Bath and North Somerset CCG

Mark Proctor

South Devon and Torbay CCG

Maurya Cushlow

North Tyneside CCG

Dr Jonathan Griffiths

NHS Vale Royal CCG

Dr Andrew Wilson

NHS South Cheshire CCG

Hamish Stedman

Greater Manchester CCGs

Dr Angela Bhan

NHS Bromley CCG

Daniel Elkeles

Central London, West London,
Hammersmith & Fulham, Hounslow and
Ealing CCGs

David Lowe

Derbyshire County Council

Alex Palethorpe

North Staffordshire CCG

Emma Greenslade

NHS Northern, Eastern & Western Devon
CCG

Jonathan Gardam

ADASS & LGA

lan Atkinson

NHS Sheffield CCG

Julie Das-Thompson

NHS Clinical Commissioners
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Richard Samuel

Fareham & Gosport CCG & South Eastern
Hampshire CCG

Sarah Carr Bristol CCG

Mike Taylor NHS Durham Dales Easington and
Sedgefield CCG

Rod McEwen Barking and Dagenham, Havering and
Redbridge CCGs

Nicola Bell NHS Herts Valleys CCG

Judith Slater

NHS Calderdale CCG

Amanda Philpott

Eastbourne, Hailsham and Seaford CCG and
Hastings and Rother CCG

Marianne Phillips

Nene CCG

Jerry Hawker

NHS Eastern Cheshire CCG

Sally Young Cannock Chase CCG& Staffordshire and
Surrounds CCG

John Taylor NHS England

Jan Firby WAG
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		Territorial extent

		Binding the Crown



		Chapter 4:  Consultation

		Details of the consultation

		Summary of the responses received and the Government response

		Q1:  Do you think that the proposals will remove or reduce burdens as explained above in paragraphs 1.6-1.10 (proposal a) and as explained in paragraphs 1.11 -1.13 (proposal b))?

		Q2: Do you have views regarding the expected benefits of the proposals as explained above and addressed in the partial Impact Assessment (IA) attached at Annex B

		Q3: Are you aware of any empirical evidence that supports the need for:

		 two or more CCGs being able to form a joint committee to exercise their functions jointly;

		 one or more CCGs being able to form a joint committee with NHS England to jointly carry out a CCGs functions

		Q4: Are there any non-legislative means that would satisfactorily remedy the difficulty which the proposals are intended to address?

		Q5: Are the proposals put forward in the consultation document proportionate to the policy objective?

		Q6: Do the proposals taken as a whole strike a fair balance between the public interest and any person adversely affected by them?

		Q7: Do the proposals remove any necessary protections?

		Q8: Do these proposals prevent any person from continuing to exercise any right or freedom which he/she might reasonably expect to continue to exercise? If so, please provide details?

		Q9: Do you consider the provisions constitutionally significant?

		Q10.Do you agree that the proposed resolution procedure as outlined in the paragraph above should apply to these proposals?
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Executive Summary

What decisions do you require of the Governing Body?

e To note the update on secondary prevention and statin
compliance under section 3.1.
e To note CPC agreed to follow local policy on ED treatments and
await GM guidance.
e To note that
0 CPC endorsed EUR policies on Hyperhidrosis and Non-
specific lower back pain.
0 CPC endorsed NTS recommendations listed in section 3.2.
0 CPC endorsed GMMMG policies listed in section 3.3.
e To receive the August and September minutes of the Clinical
Policy Committee (attached)

Please detail the key points of this report

This paper informs the Governing Body of new policies that have been
agreed at Clinical Polices Committee (CPC), best practise gaps around
NICE guidance and costing implications for new NICE technology
appraisals.

What are the likely impacts and/or implications?

Impacts on budget identified in NICE costing tool.
All other measures are in place to manage clinical cost effectiveness

How does this link to the Annual Business Plan?

Effective use of resources is an essential part of QIPP. This process
ensures innovation by systematic and timely dissemination and adaptation
to new NICE guidance and the control of new developments in-year.

What are the potential conflicts of interest?

None.

Where has this report been previously discussed?

Clinical Policy Committee (CPC)

Clinical Executive Sponsor: Dr Vicci Owen-Smith

Presented by: Dr Vicci Owen-Smith

Meeting Date: 08.10.14

Agenda item: 12

Reason for being in Part 2 (if applicable) n/a






1.0

1.1

2.0

2.1

3.0

3.1

3.2

3.3

3.4

4.0

4.1

4.2

Purpose

This update ensures that the CCG is able to introduce new policies,
innovate and adapt to new NICE guidance in a systematic and timely
manner and prioritise investment within our financial envelope.

Context

The Governing Body is asked to note the costing summary for
2014/2015, which is unchanged at £78,627.

Agreed General Policies

CPC discussed CG181 with reference to secondary prevention and
statin compliance. The group agreed to open the discussion to a wider
group of clinicians (GPs on the planned Quality Innovation productivity
& Prevention Committee, the GP prescribing lead and CPC clinicians),
discussion are therefore on-going.

CPC endorsed NTS recommendations for Thrombosis (DVT) and
Pulmonary Embolism (PE) in adults.

CPC endorsed GMMMG policies on: Collagenase for Dupuytren’s
Contracture, Psoriatic Arthritis & Ankylosing Spondylitis pathway, Use
of biological drugs in 1. Ulcerative Colitis and 2. Uveitis, Harmonised
Biologics pathway for Rheumatoid Arthritis and GMMMG New
Therapies recommendations as policy.

CPC agreed to follow local policy on ED treatments and await GM
guidance.

Duty to Involve

The Governing Body of the CCG has delegated the ultimate decision
on changes to policies to the CPC.

Due to the technical nature of policy discussions around new
treatments and medications, the Clinical Policy Committee (CPC) has
four members of the Governing Body, including a GP (as chair), the
Public Health Doctor, and the lay chair of the Governing Body (as vice
chair) as well as expert directors and managers and lay representation
from Stockport’s Healthwatch.





Where individual patients or referring clinicians disagree with a
decision, their case will be reviewed on an individual case basis by the

As a public sector organisation, we have a legal duty to ensure that
due regard is given to eliminating discrimination, reducing inequalities
and fostering good relations. In taking our decisions, due regard is
given to the potential impact of our decisions on protected groups, as

4.3

Individual Funding (IF) panel.
5.0 Equality Analysis
5.1

defined in the Equality Act 2010.
5.2

We recognise that all decisions with regards to health care have a
differential impact on the protected characteristic of disability. However,
in all cases, decisions are taken primarily on the grounds of clinical
effectiveness and health benefits to patients. As such, the decision is
objectively justifiable.

Dr Vicci Owen-Smith
17" September 2014

Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

L . o . n/a
Cover sheet completed v Change in Financial Spend: Finance Section
below completed
Page numbers v Service Changes: Public Consultation n/a
9 Completed and Reported in Document
. . /a
) Service Changes: Approved Equality Impact n
Paragraph numbers in place Y Assessment Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact na

(Docs 6 pages or more in length)

Assessment included as Appendix

All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & Na
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
na

Any impact on staff: Consultation and EIA
undertaken and demonstrable in document











NHS

Stockport
Clinical Commissioning Group

Clinical Policy Committee
MINUTES of the meeting held on Wednesday 27" August 2014

09:00 — 11.00, Meeting Room 1, Floor 7, Regent House

Present:

(SJ) Dr Sasha Johari, Locality Chair & Governing Body member, NHS Stockport CCG
(Chair)

JO) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body

(VOS) Dr Vicci Owen-Smith, Clinical Director (Public Health)

(PM) Peter Marks, Community Pharmacist, LPC Representative

(AD) Andrew Dunleavy, Senior Public Health Advisor, SMBC

(LB) Liz Bailey, Medicines Optimisation Lead, NHS Stockport CCG

(ML) Mike Lappin, Health watch Representative

(RR) Roger Roberts, Director of General Practice Development, NHS Stockport CCG

Apologies:

(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CC

(SW) Sarah Williamson, Performance Manager, NHS Stockport CCG

In Attendance:
(SS) Sarah Smith, Administrator to the Clinical Policy Committee

MEETING GOVERNANCE

1 Apologies
1. Apologies: Apologies were noted as above. The meeting was quorate Action

OPERATIONAL BUSINESS

2 Minutes from the previous meeting

The minutes of the previous meeting held on 23™ July 2014 were approved as a| Action
correct record.

3 Action Log

The following actions were completed and removed from the action log: 112, 122, Action
125, 139, 141, 146, 148, 150, 152, 154, 155, 156, 157 and 159.

Updates were provided for the following actions:
122. VOS to ask SMUHT & CMFT if they offer MRA
VOS had received an update from Dr D M Seriki, consultant vascular radiologist,
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SMUHT which confirmed SMUTH did offer MRA and was compliant with NICE
guidance QS52 Peripheral Arterial Disease. The group noted that MRA is widely
available and agreed to remove this action from the log.

127 SW to get formal compliance from SFT for CG179 Pressure Ulcer. Compliance
had been received for In patient wards; however the item would remain on the log for
tissue viability as the tissue viability team have highlighted gaps (update under
agenda item 5.3).

141 QS53 Anxiety disorders, Mental health Lead to review.

The group noted the baseline assessment provide by Gina Evans, Joint
Commissioning Lead. The group agreed it demonstrated compliance. Healthwatch
gueried service waiting times.

Action: SSto ask GE to provide service waiting times.

147 AD to check if SWMS check the patient’s blood glucose

AD explained that the current service is under review but assured the group that
blood glucose checks are in the new service specification, a pathway is being
developed. The group felt assured by this update and agreed to remove from the log.
154 QS57 Neonatal Jaundice

SJ informed the group that SFT had advised that they have submitted a bid to
receive 3 bilirubinometers and plan to introduce them.

SS

4 Matters Arising

4.1 DVT review

The group discussed the paper written by Dr Cath Briggs which had been circulated
prior to the meeting. VOS opened the discussion by highlighting that NICE guidance
says consider CT abdo/pelvis investigations for all patients found to have a DVT
aged >40, VOS asked if we should do this for all, adding this could be difficult to
assess. The chair noted that the study had reported a cancer incidence of 2.3%
within 1 month to 12 months of all VTE diagnosis adding that 1 in 50 is a reasonably
high pick up rate. The chair felt it was difficult to argue against conducting the
investigation unless there was strong evidence. The chair felt it would be difficult for
primary care to assess who is high risk if asymptomatic patients with DVT were
referred to their GPs for assessment prior to possible scanning.

VOS offered to ask NICE to confirm if they are advising scanning for all patients who
have had an unprovoked DVT over the age of 40 and for those scanned what is the
pick-up rate.

Action: VOS to ask NICE to confirm: 1. if scans should be considered for all
patients who have had an unprovoked DVT over the age of 40 2. What is the
pick-up rate for those scanned?

4.2 Amended reqgulations for prescribing restrictions for erectile dysfunction
treatments.

LB referred the group to the documents circulated prior to the meeting and explained
that national guidelines had changed for availability of erectile dysfunction
treatments; changing prescribing restrictions for Sildenafil. This means that generic
sildenafil (and apomorphine, moxisylyte, thymoxamine) are no longer subject to SLS
restrictions. SLS restrictions remain for all other ED treatments, including the brand
Viagra. LB advised that Stockport’s policy was now out of line with these guidelines
and therefore needed review adding that we still have quantity restrictions. The
group discussed the cost implications of the new guidelines. The group agreed to
defer the decision to amend the policy and agreed that Stockport would ‘hold the

Action

VOS
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current line’ until a further paper containing costs is brought to September CPC.
Action: LB/RR to bring paper (including costing’s) on ED treatments to
September CPC.

PM informed the group that private treatment is available.

LB/RR

5 NICE assurance / implementation (3/12 post publication)

5.1 Assurance on NICE Guidelines

The group reviewed the compliance documents from CMFT and SMUHT. The group
agreed that both documents were impressive and in particular the SMUHT document
is useful and robust as it informs the CPC what they are not doing. VOS agreed to
share both documents with SFT as examples of good practice.

Healthwatch queried access to stroke centres and asked if SMUHT followed up
admission times to the stroke unit.

Action: SW to ask SMUHT to confirm if they follow up admission times to the
stroke unit.

5.2 SFT compliance process and backlog

Prior to the meeting SW circulated the new SFT process for monitoring compliance
with NICE guidance and the backlog of outstanding guidance. The group noted the
process document and agreed to ask SFT to prioritise the following guidance when
clearing the backlog:

QS49 Surgical site infection — Oct 2013

QS51 Autism — Jan 2014

QS55 Children with Cancer — Feb 2014 (if relevant to SFT)

The rest of the backlog could be cleared in date order.

5.3 Receive update on progress of NICE CG/QA (3/12 post publication)
CG179 Pressure Ulcers: prevention and management of pressure ulcers
SW updated the group via email.

The Tissue viability team have highlighted the following gaps:

e Currently there is no risk assessment score for neo-natal Pus.

e More information is to be obtained from Tree house children’s unit on
pressure-relieving equipment for cots.

e The guidance with the PU bundle does not include the requirement to check
the wound at the same time if re-positioning a patient but in reality, if a patient
is re-positioned every two hours, a skin inspection is carried out. It was noted
that NICE guidance states that a patient at risk of PU should be re-positioned
every four hours but this timeline would not be achieved in the community and
in acute, two hours is the timeline used.

SW is awaiting further clarification and an update from the TVNs.

The group agreed to defer the updates on QS58, 59, 60 & 61 to September CPC.
Action: SS to add review of QS58-60 to September agenda.

Action

SW

SS

6 Prior notification of new NICE guidance to be added

6.1 NICE Clinical Guidance (CG):
CG81 Advanced breast cancer (update): Diagnosis and treatment
The chair commented that patients who have or who are at risk of breast cancer

Action
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related lymphoedema need to be aware that there is no indication that exercise
prevents, causes or worsens lymphoedema.

CG181 Lipid modification: cardiovascular risk assessment and the
modification of blood lipids for the primary and secondary prevention of
cardiovascular disease.

The group discussed this guidance at length with reference to lipid modification for
primary prevention in patients at 10% risk.

LB remarked that patients could take themselves out of the 10% risk group by
addressing lifestyle choices such as smoking and weight management. The group
discussed the impact of lifestyle.

LB raised the issue of statins compliance, commenting adherence with statins is poor
as patients take them on an ad hoc basis. PM added this could be due to patients
being told to take them at night which is a misconception as they can be taken in the
morning; PM added a patient information leaflet would help to increase compliance.
VOS was concerned by the 50% compliance rate and agreed we would want to
modify the risk by treating but would need to ensure patients are taking their tablet.
The group agreed to discuss the issues of compliance with statins (estimated at
50%) further at September CPC and agree whether follow up testing is required.
The chair noted that NICE guidance refers to a Cochrane Review of Statins for the
Primary Prevention of CV disease, which showed a reduction in CVD events across
multiple studies - including studies of low potency statins. The only study that
showed a reduction in all cause mortality for which the confidence interval did not
cross 1 was the JUPITER of rosuvastatin. It was noted that NICE have an evidence
table showing the benefits of high or medium intensity statins versus low intensity
statins (showing a benefit in cv mortality and non-fatal Ml - though low quality
studies) but do not have an evidence table for medium vs high intensity statin in
primary prevention. It was agreed that the evidence showed a reduction in
cardiovascular morbidity and mortality with low intensity statins and that there may
be an advantage in all cause mortality with high intensity statins —of which
atorvastatin 20mg was off patent and recommended by NICE , though slightly more
expensive than the medium potency simvastatin 40mg.

The group reviewed the costing tool and noted the net resource impact of the
guidance is estimated at £273,000 to prevent 128 cardiovascular events. The group
discussed the cost benefits of using simvastatin 40mg over atorvastatin 20mg; this
would reduce the costs from £273,000 to £130,000. The group agreed that if the
money could be saved from elsewhere, atorvastatin should be the drug of choice for
all new patients.

A table of numbers need to treat for statins in primary prevention from Bandolier was
discussed. Estimates of cost per event prevented using simvastatin were estimated.
As an approximate estimate the cost of prescribing was balanced by the cost savings
from not treating CV events that were prevented at a 10 year CVD risk of 20%. At a
CVD risk of 10% the drug cost per event prevented was approximately £2000 net —
after adjusted for savings from the average estimated cost of a cardiovascular event.
Numbers needed to treat over 10 years in hypertension in low risk patients, taken
from a review in Hypertension, were also discussed — these were of a similar order
to those of statins in primary prevention

The group agreed implementation alongside clear messages to patients and GPs on
the benefits of a healthy BMI, nhon-smoking status and a normal blood pressure on
risk status and of the benefits of physical activity and a healthy diet on both weight
and blood pressure. The group advised a period of risk factor modification prior to
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any prescribing.

The group unanimously agreed to reduce the threshold to 10%.

The group agreed with NICE to switch from simvastatin 40mg to atorvastatin 20mg if
money can be saved from elsewhere.

The group agreed to discuss secondary prevention at September CPC

Action: SS to add discussion on secondary prevention and statin compliance
(CG181) to September agenda.

CG182 Chronic kidney disease: early identification and management of
chronic kidney disease in adults in primary and secondary care.

Action: SJ to email Gill Burrows, SFT to ask if SFT provide Cystacin to GPs

6.2 NICE Technology Appraisals (TA)

TA316 Enzalutamide for metastatic hormone-relapsed prostate cancer
previously treated with a docetaxel-containing regimen.

The group noted the costing implication which was not significant.

TA317 Prasugrel with percutaneous coronary intervention for treating acute
coronary syndromes

The group noted the costing implication which was not significant

TA318 Lubiprostone for treating chronic idiopathic constipation

LB informed the group that SMUHT have done a pathway.

The group noted the costing implication which was not significant.

TA319 Ipilimumab for previously untreated advanced unresectable or
metastatic melanoma.

The group noted the costing implication which was not applicable as NHS England
commissioned.

6.3 NICE Interventional Procedure Guidance (IPG)

IPG496 Endoscopic radiofrequency ablation for Barrett’s oesophagus with
low-grade dysplasia or no dysplasia

NICE state ‘Normal’ and SFT are not already performing the procedure; an outline
business case is required.

IPG497 Endoscopic radiofrequency ablation for squamous dysplasia of the
oesophagus.

NICE state ‘Special’, other or research’, these procedures are not commissioned
without prior approval of the CPC

IPG498 Powered microdebrider turbinoplasty for inferior turbinate
hypertrophy.

NICE state ‘Normal’ and SFT are not already performing the procedure; an outline
business case is required.

6.4 NICE Medical Technology Guidance (MTG)
None this month.

6.5 NICE Quality Standards (QS)

QS63 Delirium

QS64 Feverish illness in children

The above Quality Standards were noted by the group and will be added to the
committee’s work-plan and will be brought back for review in 3 months

SS

SJ
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6.6 Other guidance

SG1 Safe staffing for nursing in adult inpatient wards in acute hospitals.
The group agreed to share this guidance with the providers.

Action: SS to ask MC who this guidance should be shared with.

6.7 NICE Diagnostic Guidance (DG) SS
None this month

7 New Policies

7.1 Business Cases or clinical pathway changes: None this month. Actions

7.2 Amendments to prescribing lists (e.g. black/grey lists, formulary,
recommendations from GMMMG):

7.2.1 Black/Grey list recommendations:

The group considered the request from STAMP to add Topical Potassium
Hydroxide solutions for Molluscum contagiosum to the Stockport Black list in line
with GM. The group approved the request.

The group considered the request from STAMP to add Insulin Degludec to the
Stockport Grey list as recommended by IPNTS. The group approved the request.
The group considered the request from STAMP to add Insulin Degludec &
Liraglutide to the Stockport Black list as recommended by IPNTS. The group
approved the request.

The group considered the request from STAMP to add Pollinex to the Stockport
Grey list in line with GM. The group approved the request.

7.2.2 IPNTS additions to the ‘do not prescribe’ list

Ulipristal acetate (Esmya®)

The group agreed with the IPNTS recommendation that prescribing is retained within
secondary care for the full treatment duration and that ulipristal 5mg tablets should
be prescribed by the surgeon responsible for arranging the surgery or as per locally
agreed care pathways. LB agreed to discuss the recommendation with SFT. The
chair requested that clear guidance is produced.

Action: LB to write guidance and discuss Ulipristal recommendation with SFT. [ LB

7.3 Specialised service circular: Oncotype Dx©

The group noted the specialised services circular 1436 which states that where
Oncotype DXO®© is already being routinely used in agreement with local
commissioners then these arrangements should remain in place while new evidence
is considered. Patients meeting criteria set out in NICE guidance will continue to be
approved in line with local policy. The group queried what our local policy is and if we
had received a request for this treatment. The group decided to defer the item
pending further information.

Action: 1. VOS to check if Stockport CCG has been asked for the treatment. SS
2. SSto add to September agenda.

7.4 Policy statement: Continuous glucose monitoring in children with type 1
diabetes.
The group reviewed the policy statement provide by Dr Chris Cooper. The chair
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requested that the CCG make it clear that it does not commission disposable
sensors for use in continuous glucose monitoring in children on insulin pump
therapy, where NHS England is the commissioner. RR agreed to write a policy
statement.

Action: RR to draft a policy statement on CGM in children for agreement at
September CPC.

7.4 Amendments to EUR Policies/new GMEUR policy, new policies discussed
at GMEUR

None this month.

7.5 Equality Impact Assessment for new Policies: None to report (GMEUR
policies already assessed as part of the GM process)

7.6 Ratify minutes of reporting panels / meetings:
STAMP minutes dated 8 July 2014 were ratified by the group.

The minutes of the IFR Panel meeting held on 2 July 2014 were ratified by the group.

The minutes of the ICP Panel meeting held on 2 July 2014 were ratified by the
group.

RR

8 Agree report from CPC to CCG

CPC agreed to update the Governing Body on the following:
e CPC agreed to review ED prescribing costs in light of the new DH guidance.
e CPC discussed CG 181 with reference to lipid modification for primary
prevention in patients at 10% risk

Action

9 Any other business

9.1 Erectile Dysfunction
The group discussed the paper circulated prior to the meeting and the request from
the urology department at SFT to use daily PDES5 inhibitors following prostate
surgery. The group approved the recommendation and agreed to ask SFT to put
through a business case.
9.2 The group agreed to review ED prescribing costs in light of the new Department
of Health Guidance.
9.3 Neurology services
Health watch raised the following questions on behalf of Gordon smith, Epilepsy
Society:
1. What does the transfer of Neurology services to Salford mean for the patients
of Stockport?
2. Is the quality of care better than before?
3. Evaluation, what are the reported outcomes from the patients?
4. When does the NHS CCG Stockport intend to make an announcement to the
people of Stockport regarding the transfer of Neurology services to Salford?

Action

SS

Page 7 of 8





Action: SSto forward questions to MC.

The next meeting will take place on:

Wednesday 17" September, 1-3pm 2014
Boardroom, Floor 11, Regent House
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NHS

Stockport
Clinical Commissioning Group

Clinical Policy Committee

DRAFT MINUTES of the meeting held on Wednesday 17" September 2014

1:00 — 3.00pm, Boardroom, Floor 11, Regent House

Present:

(SJ) Dr Sasha Johari, Locality Chair & Governing Body member, NHS Stockport CCG
(Chair)

(JC) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body

(SW) Sarah Williamson, Performance Manager, NHS Stockport CCG

(AD) Andrew Dunleavy, Senior Public Health Advisor, SMBC

(LB) Liz Bailey, Medicines Optimisation Lead, NHS Stockport CCG

(RR) Roger Roberts, Director of General Practice Development, NHS Stockport CCG

Apologies:

(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CC

(PM) Peter Marks, Community Pharmacist, LPC Representative

(ML) Mike Lappin, Health watch Representative

(VOS) Dr Vicci Owen-Smith, Clinical Director (Public Health)

In Attendance:
(SS) Sarah Smith, Administrator to the Clinical Policy Committee

MEETING GOVERNANCE

1 Apologies

1. Apologies: Apologies were noted as above. The meeting became quorate at | Action
1.50pm, decisions were deferred until this time.

OPERATIONAL BUSINESS

2 Minutes from the previous meeting

The minutes of the previous meeting held on 27" August 2014 were approved as a | Action
correct record.

3 Action Log

The following actions were completed and removed from the action log: Action
132, 149, 153, 167,168, 169 & 170

Updates were provided for the following actions:
107 Myocardial Infarction — NICE CG172
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AD presented a report on secondary prevention and secondary care for patients
following a Myocardial Infarction.
AD informed the group that an update on phases 1-3 will be reported at the October
meeting.
AD provided an update on phase 4 of the service pathway and observed that
referrals are mainly via in-reach work with patients offered support on discharge from
phase 3.
AD reported the following figures for referrals to community activity facilitator (April-
June 14):
e Number of patients accepting referrals to phase 4 50 out of 50 (100%)
e Twelve month post discharge from phase 3 — number who report taking
regular physical activity 27 out of 32 (84%)
e Twelve month post discharge form phase 3 — number of patients achieving 30
minutes of physical activity 5 times per week as 27 out of 32 (84%)
e Twelve month post discharge from phase 3 — number that are non- smokers
as 32 out of 32 (100%)
e Twelve month post discharge from phase 3 — number with a BMI <30 as 26
out of 32 (81%)
The group noted good uptake into the service.
In comparison AD informed the group that a national audit for Ml had reported a 44%
uptake rate for phase 3 and approximately 20% for phase 4. The chair commented
that these figures were re assuring. Action closed.
Action: AD to update on phases 1-3 Myocardial Infarction - NICE CG172 at
October CPC
123 SW to ask how SFT will submit their compliance statements to the CCG
SW informed the group that an update is due w/c 22.09.14. Item to remain on the
log.
127 SW to obtain formal compliance from SFT for CG179 Pressure Ulcers
SW reported that SFT are compliant apart for the following two areas:
Neonatal risk assessment which is out to the network for clarification and an action
plan is in place.
Skin checks — actions are in place and this has now been addressed. Action closed.
132 SJ to write and disseminate guidance on the use of vitamin D
The chair referred the group to the draft guidance, including comments from Dr Gill
Burrows that had been circulated with the agenda. The chair explained that the risk
groups for testing an asymptomatic person is as per NICE guidance. LB asked if we
are recommending that people go out and buy vitamin D or is the expectation that it
will be prescribed? LB expressed concern regarding patient numbers and cost
pressures. LB noted the use of Dekristol and advised this treatment was unlicensed
and not used. The group agreed that RR and LB would review the evidence further
and to hold the guidance until further NICE guidance is published. Action closed.
Add to CPC workplan.
161 SS to ask Gina Evans to provide service waiting times for anxiety disorders
SS has received the following update from Gina Evans, Joint Commissioning Lead,
Mental Health:
There are a range of modalities. For step 2 interventions from referral to entering
treatment people can access the service within 2 weeks. For step 3 interventions
(High intensity treatment) we are in the process of getting accurate data and
measuring the waiting times in a different way, but the longest waiting time to access

AD
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CBT is 21 weeks from referral to entering treatment.

The group queried the longest waiting time of 21 weeks to access CBT and asked if
there are plans to reduce this.

Action: SSto ask if plans are in place to reduce the longest waiting times for
CBT.

165 SJ to email Dr Gill Burrows to ask if SFT provide Cystacin to GPs.

The chair informed the group that Gill Burrows had confirmed that cystatin C in not
routinely available to SFT or primary care. Action closed.

167 LB to discuss Ulipristal recommendations with SFT

LB advised that SFT have not decided how to use. Action closed.

SS

4 Matters Arising

4.1 ED treatments/costing paper.

LB informed the group that GM is due to announce their position on ED treatments
and that the local position will differ from it. LB recommended the group should await
the GM statement before adapting our local situation. LB further advised that we can
have a local policy which allows treatment under a set criterion. Currently the
maximum number of treatments is still limited to 4 per month. Stockport uses more
vacuum pumps than other areas and this needs to be factored in to discussions.
The group agreed LB to consult with Urology and await the GM position.

Add to CPC workplan

4.2 Discussion on secondary prevention and statin compliance (CG181)
Cost/benefits were discussed by the group. LB noted that there would be a
significant increase in costs. The chair highlighted the following:

Atorva 20 vs. 80 mg has a relative risk reduction of 2% which is assumed by NICE
(there is no direct data to compare). Assuming a 40% absolute risk of a 2" CVD
event over 10 years this would be a 0.8% absolute risk reduction i.e. NNT of 250
over 5 years. If atorva 80mg is £2.26 and £1.72 for 20mg per month cost over 1 year
is £6.48 over 5 years is £32.40 for 250 patients this would equate to £8100,
deducting £200 per event reduces this to £6100. The chair concluded it was
therefore more cost effective to use primary prevention. JC informed the group that
Governing Body had advised that additional cost would need to be found from
elsewhere and suggested that the chair write a paper to start an email discussion
including GPs on the planned Quality Innovation Productivity and Prevention
committee, the GP prescribing lead and CPC clinicians.

Action: SJ to write paper re CG181 and email for discussion.

4.3 Oncotype Dx

CSU EUR team had confirmed that Stockport had not received a request for the
treatment. The group therefore agreed that a policy was not needed unless a request
is received.

4.4 Policy statement on Continuous glucose monitoring in children with type 1
diabetes
This item was moved up the agenda

Action

SJ

5 NICE assurance / implementation (3/12 post publication)
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5.1 Receive update on progress of NICE CG/QA (3/12 post publication) Action
QS58 Sickle cell acute painful episode

SW confirmed that SFT have a protocol in place and are compliant with the

associated clinical guidance CG143.

QS59 Antisocial behaviour and conduct disorders in children and young people.

The group agreed the standard should be reviewed by Alison Caven. The item was

therefore deferred.

Action: SS to ask Alison Caven to review and feedback to CPC. SS
QS60 Induction of Labour

The group requested an update from MC. Item deferred.

Action: SSto ask MC to update CPC SS
QS61 Infection prevention and control

SW advised the group that the standard is linked to CG139 and added she felt SFT

were fully complaint with the standard. The chair added that if SFT are compliant

with the associated CG it is highly unlikely they would not be complaint with the

quality standard.

QS62 Constipation in children & young people

SW confirmed that the guidance for children had been done. LB tabled the guidance

for the group to review. LB explained that the guidance was based on CG99 but had

not been to STAMP for approval. The chair offered to review the guidance and

feedback any issues, if there are no issue the guidance can go to STAMP for

approval.

Action: SJ to review constipation in children & young people guidance. SJ
6 Prior notification of new NICE guidance to be added

6.1 NICE Clinical Guidance (CG) Action

None this month

6.2 NICE Technology Appraisals (TA)

TA320 Multiple sclerosis (relapsing-remitting) — dimethyl fumarate

The group noted the costing implication which was not applicable as NHS England
commissioned.

6.3 NICE Interventional Procedure Guidance (IPG)

IPG499 Minimally invasive video-assisted thyroidectomy

NICE state ‘Normal’ and SFT are not already performing the procedure; an outline
business case is required.

The group noted that there is current evidence of efficacy and safety to support the
use of this procedure.

IPG500 Total prosthetic replacement of the temporomadibular joint.

NICE state ‘Normal’ and SFT are not already performing the procedure; an outline
business case is required.

The group noted that there is current evidence of efficacy and safety to support the
use of this procedure

IPG501 Minimally invasive video-assisted parathyroidectomy

NICE state ‘Normal’ and SFT are not already performing the procedure; an outline
business case is required.

The group noted that there is current evidence of efficacy and safety to support the
use of this procedure

1.50pm RR joined the meeting. The meeting became quorate.
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The group were referred back to item 4.4 on the agenda

The group noted the amended policy statement which was circulated prior to the
meeting. The chair requested the wording is amended in paragraph 1 to remove in
the first 3 weeks after diagnosis as this had not been mentioned in the policy
suggested by Dr Cooper. The group approved the amendments and agreed to inform
Chris Cooper for SFT to action.

Action: RR to feedback CGM policy statement to Chris Cooper, SFT.

6.4 NICE Medical Technology Guidance (MTG)

None this month.

6.5 NICE Quality Standards (QS)

QS66 Intravenous fluid therapy in adults in hospital

QS67 Varicose veins in the legs

The chair noted that the guidance implies a high number of referrals will be
generated from statement 1. The group agreed to await further clarification from GM
and in the meantime the local policy remains unchanged.

The above Quality Standards were noted by the group and will be added to the
committee’s work-plan and will be brought back for review in 3 months

6.6 Other guidance

None this month.

6.7 NICE Diagnostic Guidance (DG)

DG13 Detecting managing and monitoring haemostasis: viscoelastomic point of care
testing (ROTEM, TEG and sonoclot systems).

The chair explained the ROTEM system and the TEG system are recommended to
help detect, manage and monitor haemostasis during and after cardiac surgery, we
would therefore be expected to commission. The chair asked for clarification on who
the commissioner is.

Action: SW to clarify if the CCG is the commissioner for ROTEM and TEG.

The chair advised the Sonoclot system in not commissioned.

The chair explained that there is currently insufficient evidence to recommend the
routine adoption of viscoelastometric point-of-care testing (ROTEM, TEG and
Sonoclot systems) in the NHS to help detect, manage and monitor haemostasis in
the emergency control of bleeding after trauma and during postpartum haemorrhage,
therefore not commissioned.

7 New Policies

7.1 Business Cases or clinical pathway changes: None this month.

7.2 Amendments to prescribing lists (e.g. black/grey lists, formulary,
recommendations from GMMMG):

7.2.1 NTS recommendations

Birmonidine (Mirvaso®) gel for the treatment of acne rosacea erythema (June 2014)
The group agreed this treatment will remain on the blacklist.

Dabigatran (Pradaxa®) for the treatment and prevention of recurrent Deep Vein
Thrombosis (DVT) and pulmonary Embolism (PE) in adults (June 2014)

The group agreed with this recommendation.

Actions
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7.2.2 GMMMG positions to agree

Collagenase for Dupuytren’s Contracture (July)

This recommendation is in line with local policy and was therefore agreed by the
group.

Psoriatic Arthritis & Ankylosing Spondylitis pathway(June)

Adalimumab in Ulcerative Colitis and Adalimimab or infliximab for refractory adult
uveitis

This recommendation was agreed by the group.

Use of biological drugs in 1. Ulcerative Colitis and 2. Uveitis (May)

This recommendation was agreed by the group

Harmonised Biologics pathway for Rheumatoid Arthritis (May)

This recommendation was agreed by the group. The cost savings were noted by the
group.

GMMG New Therapies recommendations as policy (June)

This recommendation was agreed by the group

7.2.3 Pennine paper on Risperidone

The group discussed the shared care protocol that had been circulated prior to the
meeting. LB advised the group that some GPs are not happy to be prescribing long
term and injections would be administered by a CPN (Community Psychiatric Nurse)
or at a clinic; this would therefore have an impact on the workload of mental health
services. The group decided it would not agree to join the shared care protocol.
Action: LB to feedback issues with the protocol to Gina Evans and Pennine.
7.2.4 Pennine paper on Paliperidone

The group discussed the shared care protocol that had been circulated prior to the
meeting. The group decided it would not agree to join the shared care protocol.
Action: LB to feedback issues with the protocol to Gina Evans and Pennine
7.2.5 UHSM paper on Go-Colitis

LB informed the group that Central Manchester is going ahead with the trial; the trial
has therefore been approved by South and Central Manchester. The chair asked if
after 1 year what the costs would be compared to current therapy, as the drug
company will only fund for 1 year; the group concluded additional cost would be
incurred. The paper was accepted by the group on the condition that consultants
consider changing to standard therapies if the trial failed.

7.2.6 Laxative guidance

The group noted and approved the guidance which had been circulated prior to the
meeting.

7.3 Amendments to EUR Policies/new GMEUR policy, new policies discussed
at GMEUR

7.3.1 Body contouring (draft)

The draft policy was noted by the group. There were no comments from the group.

7.3.2 Hair removal policy (draft)

The draft policy was noted by the group. LB informed the group that Vaniqa® is
blacklisted; it is available on prescription only so cannot be bought privately. Vaniga®
cost £57 per tube. The group agreed to keep Vaniga® on the blacklist and only allow
prescribing of it, if exceptionality is shown and submitted to the Local Policy Appeals
panel for approval.

Action: Feedback comment to GM EUR team.

LB

LB

SS
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7.3.3 Tattoo removal policy (draft)

The chair remarked that he agreed with the criteria but asked the group to consider if
someone has a psychotic iliness at the time they acquired the tattoo and is
diagnosed by a psychiatrist and the tattoo is on the hands or face; if this could be
included. JC advised this type of request would come through the IFR process as
exceptional, the group agreed with this view.

7.3.4 Hair replacement policy (draft)
The draft policy was noted by the group. There were no comments from the group

7.3.5 Hyperhidrosis (final)
This policy was endorsed at May CPC; the final version was noted by the group.

7.3.6 Non-specific lower back pain (final)
The final version of the policy was endorsed by the group.

7.4 Equality Impact Assessment for new Policies: None to report (GMEUR
policies already assessed as part of the GM process)

7.5 Ratify minutes of reporting panels / meetings:
The minutes of the STAMP meeting dated 12" August 2014 were ratified by the

group.

The minutes of the IFR Panel meeting held on 6™ August 2014 were ratified by the
group.

8 Agree report from CPC to CCG

CPC agreed to update the Governing Body on the following:
e CPC endorsed GM EUR policies on Hyperhidrosis and Non-specific lower
back pain.
e CPC agreed to follow local policy on ED treatment and await GM guidance.
e CPC discussed secondary prevention and statin compliance (CG181). The
group agreed to open the discussion to a wider group of clinicians,
discussions are therefore on-going.

Action

9 Any other business

None.

Action

The next meeting will take place on:

Wednesday 22" October, 9.00 to 11.00am 2014
Boardroom, Floor 11, Regent House
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Executive Summary

What decisions do you require of the Governing Body?

This report provides an update on a number of issues.

Please detail the key points of this report

1. Healthier Together
2. Better Care Fund

What are the likely impacts and/or implications?

How does this link to the Annual Business Plan?

Supports delivery.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Directors

Clinical Executive Sponsor: Ranjit Gill
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Chief Operating Officer Update

Purpose
This is the report of the Chief Operating Officer to the Governing Body
for October 2014.

Healthier Together Consultation

The Healthier Together Consultation was launched on the 8th July
2014 until 30th September 2014. It has been agreed that responses
can be sent into the Healthier Together Team until 24™ October 2014

A summary of all of the consultation activity in Stockport is provided
below:

e 12,000 consultation documents sent out by the local team and
Stockport NHS Foundation Trust communications team in addition
to those distributed by the Healthier Together Central Team

6 staff meetings

20 engagement events

3 public meetings

1 public debate

Over 600 people attended the engagement events and briefings
Over 150 people were spoken to at local supermarkets

5 local radio interviews

11 newspaper articles (Stockport Express and Times) plus 3
adverts

e 7500 leaflets in GP surgeries, pharmacies etc

e Flyer door drop to all households in Stockport

Better Care Fund

Members will be aware that we were required to submit a revised
Better Care Fund submission on 15" September 2014. This was
submitted by the deadline, and was agreed by Stockport Health & Well
Being Board. The document has been circulated to members and is
available, but has not been distributed due to its size.

Submitting the document by the deadline was a significant piece of
work for people across the CCG, Stockport Council and Stepping Hill
Hospital and we are grateful to all those involved for their work to
finalise the document.

Members will recall that we have been identified as a high risk area,
due to the financial challenges we face and the significant level of
reform that we need to achieve. We have had some initial feedback on
the 15" September submission, and we are working through the issues
raised. We will report any further feedback to members when received.

Action requested of the Governing Body

. To note items 2-3 in the report.
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Actions arising from Governing Body Part 1 Meetings
NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
030614 | Report of the Chief Clinical Officer 106/14 8-October R Gill
To bring a proposed model for primary care 12 November
010814 | Finance Report 156/14 8 October T Ryley
To bring a recovery plan from the QIPP
Committee setting out plans to improve the
CCG’s financial position
020814 | Report of the Chair 159/14 8 October J Crombleholme
To announce the Vice-chair of the Governing
Body
030814 | Report of the Chair 159/14 8 October M Chidgey
To respond to the Patient Panel's question
regarding services potentially being run by
other providers on the Stepping Hill site
040814 | Report of the Chair 159/14 8 October R Gill / T Ryley

To respond to the Patient Panel regarding
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